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APPENDICITIS IN THE AGED* 
URBAN MAES, M. D. 
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Although appendiceal disease in patients 
beyond 45 or 50 years of age is rather in- 
frequent it is accompanied by a mortality 
which cannot fail to impress us profoundly. 
For this reason I am offering no apology 
for presenting to you, I trust from a slighty 
different angle, a subject whose possibilities 
you may feel have already been thoroughly 
exhausted. 


The physiology of the appendix is still 
almost entirely unknown but its actual and 
potential pathology has made it a very im- 
portant organ. It is often called the 
“abdominal tonsil” and the comparison is 
well taken. The similarity in structure is 
of course obvious, and it is interesting to 
note that two organs of such similar his- 
tology should be placed in locations which 
have the greatest bacterial flora, against 
which their lymphoid tissue must be their 
only defense, an extremely poor one as I 
need not point out to you. Again, they 
are both subject to certain traumatisms 
incident to the ingestion and digestion of 
food, the tonsils lying at the gateway of 
the gastro-intestinal tract and the appen- 
dix at the entrance of the cecum, where 
the completely digested food passes into 
the colon. And lastly, acute conditions of 
both organs begin to diminish after the 
age of 30, for which a probable explanation 
may be found in the histological changes 
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which both undergo about this period. 
Lymphoid tissue is most abundant during 
adolescence, and atrophy, which begins 
about the twentieth year, is always well 
marked about the thirtieth, at which time 
the incidence of acute and chronic infec- 
tions begin to diminish. This naturally 
suggests that the function of this tissue, 
which is constantly filled with bacteria, is 
to furnish a sort of immunity against bac- 
terial invasion, so that acute disease 
means a lost fight on the part of the local 
body defense. 


Many of the earlier writers have called 
attention to the diminishing frequency of 
appendicitis after 50. Kelly, for instanee, 
quotes DeBovis of the French school to 
the effect that it occurs then in the pro- 
portion of 5 or 6 in 100. Maylard comments 
on the decline in incidence after the third 
decade and Stoumann, Eddy and others 
have made the same point, which is borne 
out by the observations of any surgeon of 
experience. 


Moreover, the mortality after 50 is 
markedly high. Beekman, Smith and Ever- 
ingham in the very complete review of the 
subject state that between the ages of 10 
and 50 the average mortality is 4.7 per 
cent, but that at the extremes of life it 
reaches 23 per cent. They quote also a 
mortality of 33 per cent in a series of 24 
cases under their own observation. Stou- 
mann considers that the highest mortality 
occurs between the ages of 10 and 19 in 
the young, but that a second peak occurs 
for males in the sixties and for females 
in the seventies. The Metropolitan Life 
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Insurance Co., during 1923 quotes a mor- 
tality of 16.4 per 100,000 during the de- 
cade from 45 to 54, of 18.4 from 55 to 64, 
‘and of 17.8 from 65 to 74. During the 
period 1916-1920 inclusive their statistics 
show a death rate of 11.7 per 100,000 dur- 
ing the decade from 45 to 54, of 11.6 from 
55 to 64, and of 9.6 from 65 to 74. The In- 
tercompany Industrial and United States 
Registration Area figures are approximate- 
ly the same. I have made no attempt to re- 
view the general literature, but you will 
note from the figures I have quoted how 
serious the disease is in later life, a point 
also borne out by the statistics kindly col- 
lected for me by Dr. Lockhard from the 
records of Touro Infirmary in New Orleans. 
During the period 1919-1924 inclusive 2229 
cases of appendicitis were admitted to the 
hospietl, with 44 deaths, or about 2.0 per 
cent. Of this number 1940 patients, 87 per 
cent, were under 40 and there were 15 
deaths in this group 0.8 per cent, or 34 
per cent of the total number of deaths. Two 
hundred eighty-nine patients, 13 per cent 
of the total number, were over 40 and the 
death rate for this group was 29, 10 per 
cent, or 66 per cent of the total number of 
deaths. These figures speak for themselves. 


All authorities are agreed as to the in- 
fectious nature of acute appendicitis but 
differ as to its origin. Some consider it en- 
tirely of hematogenous origin but others, 
and these are the majority, believe that 
it is due to local infection plus certain 
mechanical factors with a break in the 
mucous membrane. In my opinion both 
factors are present, local infection in the 
young, which results in perforation and 
abscess formation from gangrenous 
patehes, whereas in the older subjects, 
when the lymphoid follicles have largely 
disappeared, the process is hematogenous 
in origin and results in massive gangrene, 
associated mesenteric thrombosis or pyle- 
plebitis, and often metastatic abscesses of 
the liver, a condition described by French 
writers as the appendicular liver. 
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The manifestations of acute disease of 
the appendix in the young are almost too 
well known for repetition but for the sake 
of comparison let me remind you that the 
onset is sudden, with no premonitory 
symptoms, that the pain is of a very acute 
character and usually localized, that char- 
acteristic rigidity is present, and that the 
general constitutional symptoms are severe, 
gastric and bowel disturbances, high tem- 
perature, rapid pulse and a high white 
count. The diagnosis, therefore, is usually 
a simple matter. On the other hand, ap- 
pendicular disease beyond the thirtieth 
year, when it is of the chronic variety, 
evidences its pathology mainly in the form 
of the so-called extra-gastric dyspepsias, 
and the symptoms are usually so vague 
that diagnosis is practically impossible 
without the aid of the radiologist. An 
acute attack is nearly always preceded by 
a story of digestive distress over a long 
period of time. Then there comes a sudden 
attack of abdominal pain, usually of a mild 
character, possibly accompanied by nausea 
and vomiting, and a uniform soft disten- 
tion without rigidity. There is a pro- 
gressive increase in the pulse rate but the 
temperature elevation is not marked and 
the average white count is about 14,000, 
with some 80 per cent of poly-morphonu- 
clear neutrophiles. This is Finney’s 
“dangerous stage of calm”, so common in 
children and even more marked in old peo- 
ple because of the early occurrence of 
gangrene. Later, without operation, the 
picture becomes one of peritoneal reaction 
with vomiting, ileus, and a degree of ill- 
ness out of all proportion to the local man- 
ifestations of the disease. 


Operation on such a patient is a very 
trying affair. When the peritoneal cavity 
is opened there is usually an escape of free 
fluid and not many adhesions are found, 
but the vascular picture is one which to 
my mind amply justifies the theory that 
the underlying pathology in appendicitis 
in patients beyond 50 is vascular in char- 
acter and not a local infection of the 
mucous membrane as it is in the young. 
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The adjacent structures show marked in- 


flammation, there are visible tortuous 
veins, and frequently there is a thrombosis 
with extension into the mesentery, which, 
with the pyle-phlebitis so often found at 
autopsy, emphasizes the dominant pathol- 
ogy of a true thrombo-phlebitis. 


As to the appendix itself, complete gan- 
grene is the rule, so much so that micro- 
scopic study is generally impossible. At- 
tempts to deliver it in toto are futile and 
it usually comes away in pieces, the gan- 
grene extending to the meso-appendix and 
even to the walls of the cecum. Attempts 
to suture the hole in the bowel after the 
appendix is removed tax the surgeon’s 
ability to the utmost. The sutures tear out 
repeatedly and closure is accomplished only 
after extreme difficulty and much manip- 
ulation, which inevitably increases the 
operative and anesthetic shock. 


Convalescence in the young is naturally 
dependent on the severity of the disease 
but under ordinary circumstances is un- 
eventful and satisfactory, whereas in the 
older person it is nearly always stormy 
and, as we have pointed out, terminates 
fatally in a large number of cases. The 
natural body resistance is of course fre- 
quently lowered and cardio-vascular and 
renal disease are frequently grave compli- 
cations, but the extension of the gangrene 
and phlebitis with the resulting intestinal 
pathology is probably responsible for most 
of the deaths. If the patient survives the 
fifth day there is frequently a fecal fistula 
and such patients, probably because of the 
free drainage thus instituted, usually sur- 
vive. Some patients succumb almost im- 
mediately after operation to shock and pre- 
existing sepsis. In some patients the signs 
of ileus persist and the surgeon’s efforts 
are without avail, death occurring on the 
seventh or eighth day. The accepted pro- 
cedures are not very satisfactory. The 
Jutte tube gives some relief to the gastric 
distress and an enterosotomy under local 
anesthesia gives some relief to the general 
abdominal distention, but soon the tube 
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drains only the immediate region of its in- 
sertion as the remainder of the intestinal 
tract has become paretic from thrombosis, 
and the toxemia, the result of split pro- 
teids, finally overwhelms the patient. 


The figures from Touro Infirmary bear 
out the points I have just made. There were 
88 cases of acute appendicitis in patients 
over 40 during the period studied. Nine- 
teen appendices were ruptured and 22 were 
gangrenous; the death rate of the entire 
group being 26, over 29 per cent. Fifteen 
of the 22 gangrenous cases died, a death 
rate of 68 per cent, and 9 of the 19 rup- 
tured cases, a death rate of over 47 per 
cent. On the other hand, 10 of the 12 
patients who developed fecal fistulae, 83 
per cent, recovered, while 8 post-operative 
enterostomies resulted in 100 per cent 
mortality. No patient under 40 developed 
a paralytic ileus but 12 over that age de- 
veloped such a condition, again with 100 
per cent mortality. 


It is clear, then, that the treatment of 
senile appendicitis is a problem still to be 
solved. It is an extremely treacherous 
condition not only because of its inherent 
dangers but also because of the false sense 
of security provoked by the mildness of 
the early symptoms, which I have already 
pointed out as being in no wise indicative 
of the gravity of the early vascular changes. 
Prompt diagnosis, therefore, is essential 
if life is to be preserved, and I know of no 
condition which so taxes one’s acumen. In 
this connection a history of long-standing 
digestive trouble gives a very helpful hint, 
while Thalheimer, who emphasizes phle- 
bitis as a formidable complication of ap- 
pendiceal disease in old and young alike, 
has pointed out, with due credit to Gerster, 
the occurrence of chills as a valuable diag- 
nostic sign. Again, if we subscribe to the 
theory that the pathology of the disease is 
vascular in character we must realize the 
fact that prompt and radical treatment is 
imperative once the diagnosis is estab- 
lished. Miller in his classical paper on 
“Ligation or excision of the pelvic veins 
in puerperal pyemia” has pointed out how 





120 


futile surgery is, once the veins have be- 
come infected. 


It has been my custom recently to take 
advantage of the fact that patients who de- 
velcp fecal fistulae usually go on to recov- 
ery—it might be stated, too, that fistulae 
in this portion of the intestinal tract 
ordinarily close spontaneously—and create 
an artificial fistula, so to speak, at the 
time of operation, by securing a mushroom 
catheter or a Paul tube in the cecum by a 
pursestring suture a suggestion originally 
made by Mixtu in 1895. The advantages 
of the procedure are manifest: time is 
saved in the operative manipulation and in 
the duration of the anaesthesia, no small 
considerations in enfeebled and gravely ill 
patients, and the drain diminishes the dis- 
tention and seems to minimize the spread 
of the thrompophlebitis which originates 
in this area from the bacterial invasion 
and the proteid reaction from the lumen 
of the adjacent gut. Moreover, peristalsis 
is minimized and this in turn minimizes 
the absorption and dissemination of the 
toxic products whch are partially respons- 
ible for the high mortality. In my hands 
this procedure has been very much more 
effective than a late enterostomy done to 
relieve symptoms which have arisen from a 
pathology already beyond human control. 
The intravenous drip originated by Matas 
is also of occasional assistance in tiding 
patients over the critical period of a per- 
sistent ileus. 


CONCLUSIONS. 


1. Appendicular disease is relatively 
infrequent in patients over 50 years of age 
but is accompanied by a very high mortal- 
ity. 

2. After the thirtieth year the histol- 
ogy of the appendix, as of the tonsil, 
changes, and to this change may be at- 
tributed the early thrombophlebitis and 
the massive gangrene so frequently found 
at operation or at autopsy. 


3. The objective symptoms give no hint 
of the gravity of the intra-abdominal path- 
ology, and the naturally lowered resistance 
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of elderly persons, plus organic disease of 
the heart or kidneys, makes the prognosis 
always a serious one. 


4. Ileus, pyemeia and septicemia are 
frequent complications. 


5. Early diagnosis and prompt treat- 
ment; in which free drainage is of prime 
importance, furnish the only possible means 
of reducing the mortality. 


6. Since patients who develop fecal fis- 
tulae usually recover, and since a late en- 
terostomy usually does little good, it is sug- 
gested that a Pezzer catheter or a Paul tube 
be left in the cecum at the time of opera- 
tion. 


Note—I wish to thank my senior res- 
ident, Dr. Lockhard of Touro Infirmary, 
for his help in compiling the figures from 
that institution, and Miss Mary Louise 
Marshall of the Orleans Parish Medical 
Society Library for her aid in collecting 
the literature. 
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DISCUSSION. 


Dr. F. W. Parham (New Orleans): The sub- 


ject of Dr. Maes’ paper is of considerable interest 
to medical men. 


We know that the extremes of 














age manifest less resistance and therefore, as a 
rule are not good surgical risks, as Dr. Maes has 
pointed out. It is fortunate as regards appen- 
dicitis, that men over sixty are not so subject to 
attacks, for we know the appendix has a tendency 
to atrophy and shows a much diminished reaction 
to the causes responsible for the disease. But 
old men do have it as shown by the statistics col- 
lected by Dr. Maes from Touro Infirmary. Thus 
in individuals over sixty years of age there were 
26 cases out of 2,229 cases studied. Of the 26 
cases there were 12 deaths, or 46 per cent., 
whereas the mortality was 44 out of 2,229, or 
only 2 per cent. This shows a marked increase 
of risk as men go over the sixty mark. Yet these 
old men deserve the consideration of the surgeon. 
All men over sixty years of age do not die when 
operated on for appendicitis, and many do die 
because not operated on. Therefore, they have 
the right to have operation when the circum- 
stances demand it and justify it. What are these? 
All cases of ruptured and gangrenous appen- 
dicitis, not moribund, demand immediate inter- 
vention; indeed, all cases of definitely made out 
acute appendicitis, whether old or young, call for 
operation, but many may give a little time for 
preparation, which they should have when pos- 
sible. Furthermore, cases of chronic . appen- 
dicitis, well made out, and causing repeated at- 
tacks of suffering, and disability, deserve careful 
study before they are refused the benefit of 
operation. In all cases where delay does not en- 
danger the safety of the patients, certain prep- 
aratory treatment should be given, to improve 
the risk. It is, however, in the acute emergency 
cases in the aged where the surgeon is con- 
fronted with great responsibility. Sometimes the 
risk is so grave that he must temporize and 
Ochsnerize, but in many cases the only chance 
is to operate at once, for temporizing increases 
the risk. What can be done to improve the 
patient’s chances in such a crisis? We may have 
a man with advanced arteriosclerosis, bad heart 
and suspicious kidneys, and little time for any 
preparation. Valvular diseases are not a con- 
traindication, but a bad myocarditis is. The se- 
lection of the anaesthetic is most important. 
Chloroform is the most dangerous, on account 
of its effect in inducing hepatic degeneration, 
which has often much to do in bringing about 
death in these bad risk cases. Ether is less 
dangerous in these cases, but carries with it a 
distinct risk. The choice of general anaesthetics 
lies between nitrous oxide-oxygen and ethylene- 
oxygen, with the latter to be preferred. There 
is, I believe, much promise in propylene with 
which our confrere, Dr. Halsey ,has for some 
time been experimenting. The great advantage 


of this is the large percentage of oxygen, that 
may be used without interfering with the induc- 
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When it has been properly 
purified and rendered safe there is reason to 
believe it will be of great use as an anaesthetic. 


tion of anesthesia. 


In many cases, however, a local anesthetic must 
be used. The ideal will probably be novocain 
with enough nitrous oxide to prevent psychic 
shock. 


The next most important thing will be to give 
plenty of fluids, in every way possible, by hypo- 
dermoclysis, by Murphy drip, and later by mouth 
if possible. It will be well to begin the use of 
these fluids, preferably glucose with bicarbonate 
of soda before the operation, and during the 
operation by hypodermoclysis. Postoperatively 
they should be kept up in abundance. We must 
not forget in these cases that there is almost in- 
variably a certain amount of shock which is partly 
dependent upon the diminished carbohydrate 
metabolism. For the same reason there may be a 
condition. of ketosis. It has lately been shown 
that both in shock and in acidosis insulin guarded 
by glucose will bring about the most surprising 
results, the carbohydrates being furnished by the 
glucose and the insulin acting by increasing the 
metabolism reduced by the shock. Dr. Maes’ case, 
showing an early development of fistula seems 
to give a much smaller mortality. This would 
seem to indicate, as he suggests, the early per- 
formance of enterostomy, which I believe done 
early enough will often prove to be a life saving 
procedure. I would like to emphasize here also 
the free use of the Jutte tube, for days if necces- 
sary in the stomach, through which fluids may 
be permitted, evacuating the contents of the 
stomach, and the free use of fluids by the mouth, 
and also the venous drip, lately ‘so well described 
by Dr. Matas. I have not time in this discussion 
to go more fully into all the expedients that 
might be resorted to, but will merely call atten- 
tion to some of the high lights in the treatment 
of these sometimes desperate cases. Above all 
in dangerous cases of appendicitis only the 
necessary things should be done because they will 
not stand much manipulation. Sometimes only 
drainage will be permitted, but whenever pos- 
sible a gangrenous appendix must be removed. 
In closing I would say that these old people are 
entitled to all the consideration we can give them, 
and we must not decline to operate on them. be- 
cause they are old, but we must avoid operation 
where it may be dispensed with. I should like 
to say a word about the preparation of cases 
should time permit, but it was of the emergency 
cases that I was particularly desirous of speak- 
ing. 

Dr. O. C. Cassegrain (New Orleans): 
About two years ago in Ward 25 of the Charity 
Hospital, I was called upon to operate on a man 
with a ruptured appendix. I was afraid at the 
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time that on account of the general spread of 
the infection he might develop an ileus. For that 
reason I was very much undecided whether to 
do an enterostomy at the time. The patient’s 
condition was not very good and I finally decided 
to put in a Pezer catheter into the cecum more 
as a life saving measure than anything else, but 
to my great surprise he made a fine recovery. 
That was my first case, but I am convinced it is 
a very valuable measure, and that as we see 
more of these cases and try this method more 
and more, I am satisfied it will be used more 
extensively in the future. 


Dr. J. C. Willis (Shreveport): I was im- 
pressed with what the doctor had to say in re- 
gards to the number of ruptured appendices 
that are coming to operation at the Touro In- 
firmary. It simply means that in spite of our 
advanced knowledge of this condition and the im- 
portance of the early recognition, we are by no 
means giving our patients the full benefit of such 
knowledge. It is the same old story of locking 
the stable after the horse is gone. You may get 
him, then again, you may not. 


I want to corroborate what Dr. Maes has just 
said in regard to fecal fistulae. We consider it 
a good indication when a fecal fistula develops in 
any severe condition following a ruptured ap- 
pendix. I have never tried his method of plac- 
ing a mushroom catheter into the cecum at the 
time of operation, but it strikes me as being a 
very good thing to do; heretofore, I have been 
accustomed in desperate cases of doing an en- 
terostomy with moderate success. I think I shall 
give his method a trial. 


Dr. P. B. Salatich (New Orleans): Why 
is it that more patients die after forty than 
under forty? Is it because of the appendix itself? 
In my experience I do not think it makes much 
difference whether the patient is under or over 
forty—it depends upon the way the patient is 
handled. Over forty, naturally, the machinery 
is beginning to wear out, the heart is not as good 
and the kidneys are not as good as before that 
age. So taking that into consideration, I do as 
many appendiceal operations, especially after 
forty, under local anesthetics as I can. 


Another bugbear of surgery is distention and 
resulting ileus. This is true in both old cases 
and young cases—you operate on a patient and 
immediately after they come to they crave fluids, 
and they all seem to want Coca-Cola. You go 
through the different rooms in a hospital in the 
evening after you have operated some of these 
cases and you will find three or four bottles 
of Coca-Cola on every table, and by night they 
are suffering from gas pains. By giving them 
fluids you distend their bowels to such a point 
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that there is a certain amount of paralysis that 
takes place, and if the patient is strong enough 
under forty and has tonicity enough to overcome 
this, he will get away with it; but if over forty 
the tonicity is not as good and they are likely 
to develop paralysis, and then a Jutte tube or 
doing an enterostomy is of no value because you 
cannot cure this paralysis that has taken place. 
The thing is to give your patients no fluids. My 
abdominal operations receive no fluids by mouth 
for twenty-four to forty-eight hours, and even 
to three or four days, depending upon the case. 
If you do this you will also have no gas pains. 

Dr. L. B. Crawford (Patterson): One point 
was well made by Dr. Maes, a point that I 
will take home with me, and that is to make 
your opening before you have to. Up to now we 
have been closing these cases and then when dis- 
tention occurred we do an enterostomy in hope 
of getting relief. Dr. Maes’ point, as I see it, 
is to do it right then and then you will have 
less trouble. 


Dr. Urban Maes (closing): I have  noth- 
ing to add except to thank the gentlemen for 
their discussions and to emphasize the points 
that we regard appendicitis in old people as a 
different disease from appendicitis in the young; 
also that by creating a large fecal fistula at the 
time of operation you are saved the necessity of 
doing it later, and certainly the end results up 
to this time have been better by this method. 





INTRANASAL SURGERY; WITH RE- 


LATION TO THE TURBINATES.* 
E. H. JONES, M. D. 
VICKSBURG, Miss. 


Since the title of this paper is somewhat 
indefinite, I wish to first clearly define my 
subject. I wish to discuss all intranasal 
surgical procedures that involve the tur- 
binates, exclusive of the treatment of 
neoplasms. 


The inferior turbinates do not often de- 
mand surgery. There are occasional cases 
of hyperplasia of the soft tissues which may 
involve the’ whole lower border, though 
more often only the posterior portion. The 
hyperplastic portion may be removed un- 
der direct vision, either by snare or biting 
forceps. 





*Read before the Mississippi State Medical As- 
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More frequently, a bony hyperplasia is 
found. It is easily differentiated from 
hyperplasia of the soft parts by shrinking 
the turbinate, or by pressure with an appli- 
cator. This type of turbinate obstructs the 
air passage and may cause a dull ache 
across the cheek bone on that side. Spiel- 
berg called attention to this condition and 
stated that correcting it would oftimes 
remedy nasal obstruction and prevent the 
necessity of a submucous resection. 


While I have found this condition fairly 
frequently, I have seen it only once when 
it was not accompanied by a septum 
deviated to the other side; that case was 
bilateral. The operation described by 
Spielberg is entirely submucous. An in- 
cision is made high up on the lateral wall, 
in line with the anterior turbinal attach- 
ment; it is continued down the anterior 
border until it reaches the base. With a 
sharp dissector the periosteum is dissected 
from its bony attachment high up; it is 
then rather easy to continue the separa- 
tion over the mesial surface of the tur- 
binate to its lower border. The next step 
is more difficult. Working with the sharp 
dissector the mucosa and periosteum is 
separated backwards on the lateral surface 
and continued down to the lower border. 
This leaves the turbinal bone free except 
at its bony attachment. With scissors or 
bone cutting forceps the bone is removed 
and, if the dissection is properly done, the 
turbinal mucosa will not be torn. It would 
seem logical that only the bony portion 
causing the obstruction should be removed. 
The original incision is closed with a 
suture and either a glove finger filled with 
cotton, or a couple of strips of dental 
paraffine wax may be used for packing, to 
be left in for one day. Spielberg recom- 
mended this as an independent operation; 
in the few cases I have had, I used it in 
connection with a sub-mucous resection, 
and have found it very satisfactory. 


The middle turbinate presents some of 
the rhinologist’s most perplexing prob- 
lems. 


There may be a lobulus, or a tur- 
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binal cell; a hyperplasia of the soft tissues, 
or the bone, or both. Any of these con- 
ditions may, with or without a deviated 
septum, cause a vacuum frontal or ethmoi- 


dal sinusitis. Irritating discharges from 
the anterior ethmoidal cells or the frontal 
sinus, with poor drainage, may cause poly- 
poid formation under the turbinal vault; 
similar discharges from the posterior eth- 
moidal or sphenoidal cells may cause a like 
condition of the posterior end of the tur- 
binate, or the so-called “mulberry hyper- 
plasia.”’ 


A lobulus is usually unilateral, with the 
septum deviated to the other side. Of 
course the operation needed is a submu- 
cous resection and only the surgeon’s ex- 
perience and judgment can tell him when 
also to remove the lobulus. Hyperplastic 
conditions are seldom relieved except by 
surgery, but when there has been little 
headache, no discharge, no evidence of a 
vacuum sinusitis and sufficient room for 
ventilation of the sinuses, there is no indi- 
cation to remove it. 


A turbinal cell of any size should be re- 
moved, whether cystic or not, because it 
obstructs, both the air passages and the 
ventilation of the sinuses. Amputation of 
the tip of the turbinate (with a snare) 
will usually open the cell; the lateral wall 
may then be removed with a curette or 
biting forceps. Fracturing the turbinal 
attachment is sometimes of help in this 
type of case. 


The correct way to relieve polyp forma- 
tion is to relieve the cause. Nasal polyps 
are caused by an irritating secretion 
(from a sinusitis) with poor drainage. 
Relieve the sinusitis, and the polyps will dis- 
appear, though the polyps should be re- 
moved at the same time. 


Hyperplasia of the middle turbinate 
frequently manifests itself in a vacuum 
frontal sinusitis—rarely vacuum ethmoidi- 
tis. (It is also found with cystic ethmoidi- 
tis.) When causing a vacuum sinusitis the 
usual astringents should be applied, such as 
2% silver nitrate. Menthol inhalations 
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are also useful, though they sometimes irri- 
tate the membranes. If this does not bring 
relief, the tip of the turbinate must be re- 
moved, exposing the infundibulum and 
allowing free drainage and ventilation of 
the sinuses. In this procedure, the turbinal 
attachment should be severed as high up as 
possible. 


Frequently one middle turbinate shows a 
hyperplasia, with the septum deviated to 
the other side. After the septum is re- 
sected, it cannot hang straight because the 
turbinate is so large as to cause obstruction. 
In such cases Pratt has recommended an- 
terior ethmoidectomy, to give the turbinate 
room. Personally, I believe in the old 
adage “Never trouble trouble, ’till trouble 
troubles you,” and prefer to steer clear of 
the ethmoids, when possible; but neither do 
I care to incur the risk of a dry nose by 
amputating an entire turbinate. My best 
solution of the problem has been to ampu- 
tate the tip and allow it to heal. Whether 
a compensatory atrophy or as a result of 
scar tissue formation, I do not know, but I 
have always had good results. However, in 
two cases the turbinates were so large that 
I deemed it advisable to follow Pratt’s pro- 
cedure, with very good results; it is worthy 
of note that, in these two cases, the tur- 
binates decreased in size. 


In addition to the foregoing recog- 
nized conditions, Davis has described an 
abnormal type of turbinal, which he be- 
lieves to be congenital. He believes this 
type has a latent noxious influence which, 
when supplemented by a chronic source of 
infection, most frequently the tonsils, may 
become a potent etiologic and perpetuating 
influence upon a group of common diseases. 
These turbinates are enlarged in their 
transverse diameter, especially the anterior 
tip and the middle third, and are rigidly 
impinged against the medical ethmoial wall. 
He cites one instance of finding this condi- 
tion in three generations of the same 
family. In my experience I have so far 


been unable to confirm Davis’ observations. 





JONES—Intranasal Surgery; With Relation to The Turbinates. 


The turbinates are also involved in other 
intranasal operations. The inferior tur- 
binate should be considered im a radical in- 
tranaval antrum operation; the middle tur- 
binate must be considered in intranasal 
operations on the remaining sinuses. 


The operative procedure most frequently 
employed in maxillary sinusitis is simple 
puncture and irrigation; this does not dis- 
turb the turbinate. But when a radical 
operation is necessary, the turbinate must 
be gotten out of the way. This can usually 
be done simply by picking the anterior at- 
tachment and fracturing it upward, but to 
keep the opening from closing the mesial 
wall of the antrum must be removed up to 
the attachment of the turbinate and granu- 
lations must be kept down. To get the best 
results, it is sometimes necessary to remove 
a small portion of the anterior tip includ- 
ing the attachment. 


The remaining sinus operations involve 
the middle turbinate, and whether to re- 
move any of it or not, is just now a much- 
argued question. Pratt has recently de- 
scribed his operative technique for anterior 
ethmoidectomy, ethmoid exenteration and 
sphenoidotomy and frontal sinus operation, 
without removing any turbinal tissue. 
Skillern quite bluntly stated that he believed 
ventilation more important than drainage, 
and that he couldn’t get ventilation without 
removing at least the anterior portion of 
the turbinate. Most of us will agree with 
Skillern, but certainly Pratt’s efforts at tur- 
binate conservation are most laudable. Med- 
ical history tells us that when good men 
were on both sides of a question, in the end 
both were partly right, and I think that 
observation will hold true in this instance. 
I have recently operated on three cases that 
I think will bear out that opinion. The 
cases were a bilateral sub-acute catarrhal 
ethmoiditis, a left acute frontal sinusitis 
and a bilateral chronic purulent ethmoi- 
ditis. It was necessary to do a sub-mucous 
resection in each and I used Pratt’s tech- 
nique in each. The end results of the first 
two cases were a complete cure; in the puru- 
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lent ethmoiditis case, all headaches were 
relieved, but the purulent discharge has not 
abated one bit. My conclusion is that in 
simple cases Pratt’s technique may safely 
be followed but that in chronic cystic or 
purulent sinusitis, turbinectomy must be re- 


sorted to. 





HYPERTROPHIC PYLORIC STENOSIS 
IN INFANTS.* 
J. C. WILLIS, SR., M. D. 
SHREVEPORT, LA. 


The first clinical description and ne- 
cropsy report of hypertrophic pyloric sten- 
osis in infants was given by George Arm- 
strong of London in 1777. Williamson re- 
ported a typical case in 1841 and the follow- 
ing year Dowosky reported the first case in 
German medical literature. In 1888 Hirsch- 
sprung of Copenhagen gave a rather com- 
plete clinical devcription and an accurate 
detail of pathologic findings. Ibrahim’s 
classic monograms appeared in 1905 and 
1908. 


We know that hypertrophic pyloric sten- 
oses of infants are not rare although only 
120 cases had been reported up to 1905. 
Three years later Ibrahim was able to col- 
lect over 400 cases from literature. In 
1906 Huebner, who limited his practice to 
infants, stated that .5 of one per cent of 
his patients had this conditicn. Rosen- 
haupt who also limited his practice to in- 
fants, found it one out of fifty, and Herty 
found 61 cases among the 2,275 infants un- 
der one year of age at Copenhagen, an 
incidence of 2.7 per cent, all of which would 
indicate that the trouble heretofore has 
been in faulty diagnoses, for unquestionably 
until the exhaustive and classic monograms 
of Ibrahim referred to above were given to 
the profession in 1905 and 1908 very little 
attention had been given to the real cause 
of this condition, even by the men who were 
giving special attention to diseases of in- 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21-23, 1925. 
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fants. These intractable cases of vomiting 
in newly born infants were attributed to 
some other cause or causes and diagnosed 
as marasmus, inannition, faulty nutrition, 
etc., and so on down the line, and the more 
severe cases in spite of all treatment re- 
sulted in dehydration and starvation death. 
Furthermore, even after the complete clin- 
ical description and accurate pathological 
findings of Hirschsprung, which demon- 
strated clearly the true conditions of the 
pylorus as existent in this affection, there 
was no real progress made in the treatment 
of this condition until Raemstedt in 1911 
devised a comparatively simple surgical pro- 
cedure for its relief. Previous to this the 
operation of choice was a gastro-enteres- 
tomy in which the mortality was neces- 
sarily high, in fact, almost prohibitive, and 
a large majority of the medical men pre- 
ferred to take their chances of treatment 
by other means at their disposal, limited as 
these were. 


As to the primary factors entering into 
this condition there is still a diversity of 
opinion. Most authorities, however, today 
agree that in every clinical case there is a 
certain amount of spasm. Whether this 
spasm is the cause of the hypertrophy, or 
vice versa, or whether the one influences the 
other has been the cause of much contro- 
versy. Hirschsprung’s congenital hyper- 
trophy theory considers the condition an 
organic anomaly and that the narrowness 
of the pyloric lumen is caused by the 
primary muscular hypertrophy. Its adher- 
ents explain the cases which are free from 
symptoms the first weeks when suddenly 
the typical vomiting with its chain of 
symptoms appear, on the grounds that the 
tumor causes only a slight obstruction in 
the lumen and that the irritability of the 
stomach comes on later than those in the 
cases where the anatomical obstruction is 
more marked. They attempt to explain the 
change in the consistency of palpable 
tumors and the not infrequent sudden ces- 
sation of vomiting in spite of a persistent 
tumor and visible gastric waves on the basis 
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of an increase of the musculature of the 
entire stomach wall. 


According to the spasm theory, the pri- 
mary disturbance is not an anatomical 
anomaly but a fetal spasm of the pylorus 
which produces a functional narrowing of 
the lumen and a subsequent ——? 
of the muscular layer. 


Pfaundus’ orginal conception was that 
only a spasm of the pylorus existed and 
that the apparent hypertrophy is really a 
spastic contraction of the normal pyloric 
musculature, but as pointed out by Sauer, 
this theory fails to account for the fact that 
the pylorus remains hypertrophic months 
after spantaneous recovery. 


My own experience tends to lead me to 
the conclusion that the primary spasm 
theory is the correct one and that the hyper- 
trophy is a secondary condition. Compen- 
satory hypertrophy, as we all know, is the 
natural result of overwork which would 
certainly apply to the condition under con- 
sideration. Furthermore, my own compara- 
tively limited experience coincides with 
that of Strauss of Chicago, who evidently 
has had a large clinical experience with 
cases, that the size of the tumor is in direct 
proportion to the beginning of the vomiting 
and the time it is brought to operation. In 
fact, in the only case that I have operated 
on under four weeks of age, although the 
vomiting was severe and constant, and the 
diagnosis confirmed by X-ray examination, 
I found practically no pyloric enlargement 
and the muscularis had all the appearances 
of healthy tissue. In the December issue 
of the Archives of Pediatrics, Dr. Koin of 
Rochester, N. Y., reports a case operated on 
successfully the fifth day after birth. He 
found practically no hypertrophy of the 
pylorus, although the other symptoms indi- 
cated an extreme condition of a true pyloric 
spasm with all the classic symptoms as per- 
sistent vomiting, dehydration, etc. The 


diagnosis had been confirmed by barium 
feeding and X-ray examination and the 
operation was followed by prompt relief 
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from the distressing symptoms and an un- 
eventful recovery. 


Thus, with a multiplicity of theories and 
facts as set forth by various investigators 
and clinicians, we see that there is quite a 
diversity of opinion as to the etiologic fac- 
tors that enter into this condition. 


The symptoms are so characteristic that 
the condition can scarcely be overlooked by 
a careful observer. The usual clinical pic- 
ture as presented in a typical case is that 
of an infant apparently well at birth, and 
may or may not show any signs of gastric 
disorder the first week or two. As a mat- 
ter of fact gastric disorder does not usually 
appear at first for the child generally nurses 
well and gains regularly in weight until 
without apparent cause vomiting occurs 
which soon increases in frequency and se- 
verity; in some instances this is of only 
moderate degree, in others it is severe. In 
the severe cases the amount of food which 
passes the pylorus is so scant that emacia- 
tion progresses to an alarming degree. 
Stools are scanty and usually do not contain 
bile for obvious reasons. Gastric hyper- 
stalses are usually visible in the epigastric 
region. Shortly after a meal these peristal- 
tic waves trail across the abdomen from 
left to right, so obviously as not to escape 
the notice of the mother or nurse. Vigor- 
ous peristalses in connection with projectile 
vomiting is pthagnomonic of obstruction, 
and should there be any question as to this, 
the X-ray examination after a barium meal 
will demonstrate the condition beyond a 
reasonable doubt. 


As to treatment of this condition, I will 
deal only from a surgical standpoint. The 
medical treatment can be well taken care 
of by our pedriatric friends, for usually long 
before these cases have reached the surgeon 
all of the medical and dietary treatment 
known to the profession have been faith- 
fully tried; and I must say that with con- 
stantly improved methods of treatment 
many of these cases are relieved without 
surgical interference, and that the intract- 
able cases in which the only permanent re- 

















lief is surgical, are being recognized more 
accurately. Raemstedt himself says that in 
every case of congenital pyloric stenosis the 
internal treatment should be tried first. If 
after two weeks of careful clinical observa- 
tion all the recognized dietary and thera- 
peutic measures fail to accomplish a weight 
increase, then operation is indicated. The 
great difficulty lies in deciding just when to 
advise operation. This, in my opinion, 
should be worked out and finally settled by 
the combined judgment of the pediatrician 
and the surgeon. 


The operation of choice as now practiced 
by all surgeons is that as done by Raem- 
stedt, or a modification of it as advocated 
by Strauss of Chicago. Strauss, after mak- 
ing the longitudinal incision just as Raem- 
stedt, proceeds to dissect flaps from the in- 
cised muscularis of the incised hypertrophic 
pylorus and bring them together, thus pro- 
tecting the protruding mucous membrane. 
Strauss has had remarkable results, but as 
for myself, like most surgeons, I prefer the 
original Raemstedt operation as the easiest 
and safest procedure. As pointed out by 
Stuart McGuire, in operating on a Lillipu- 
tian patient, the surgeon should employ Lil- 
liputian instruments. McGuire further 
states that every surgeon who does work on 
babies should have a special kit of instru- 
ments for these cases, consisting of small 
scapels, miniature retractors, mosquito ar- 
tery forceps, delicate needles and needle 
holders, etc., and furthermore, we should 
not forget we are operating on a frail deli- 
cate organism which should be handled ac- 


cordingly. By placing at least two hot 
water bags of the correct temperature un- 
der a light blanket the natural warmth of 
the body may be maintained. As for the 
anesthetic, very little will be required. I 
usually give a little ether, which in the 
hands of an expert works very satisfac- 
torily. Perhaps a majority of operators 
use local anesthetic and I believe it was 
Stuart McGuire who said that taking his 
cue from a Jewish Rabbi in circumcising 
babies, he has operated with a small sugar 
bag in the baby’s mouth as a pacifier. I 
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have not attempted that as yet, though, no 
doubt it would be quite helpful with local 
anesthesia and I think I shall give it a trial 
in my next case. The incision, after care- 
ful sterilization, should be made through 
the upper right rectus where there 
may or may not be felt a hard movable 
tumor. This incision should not be over 
114 inches in length as this is long enough 
to permit the delivery of the pyloric end of 
the stomach without being large enough to 
permit other abdominal contents to pro- 
trude. If there is trouble in bringing up 
the pylorus which will usually be found to 
consist of a hard ball-like consistency, a 
small blunt hook will prove to be of very 
great assistance after which a longitudinal 
incision should be made through the least 
vascular part commencing at the stomach 
junction and continuing downward to the 
duodenum. After this careful incision 
which should not be quite down to the mu- 
cous membrane, the parts should be spread 
outward by a combination use of the fingers 
and the handle of the scapel, to avoid tear- 
ing or opening the mucous membrane which 
unfolds and protrudes through this incision. 
Special care should be taken also not to open 
the duodenum, which I unfortunately pro- 
ceeded to do in my first operation with dis- 
astrous results, and have carefully avoided 
in my later operations. I do not attempt to 
cover the raw surface with flaps as sug- 
gested by Strauss neither do I attempt to 
cover with omentum and my results have 
been very satisfactory. In closing the 
abdominal incision I prefer through and 
through silkworm sutures as I think that 
with the low vitality we usually find in 
these cases the layer sutures of catgut do 
not hold so well and there is more danger 
cf a ventral hernia following this pro- 
cedure; besides, the other is more quickly 
done which is an item not to be ignored. 
Warm water in small quantities should be 
given almost immediately after the com- 
pletion of the operation and breast milk 
within a few hours with increasing quanti- 
ties, until the third or fourth day the nor- 
mal diet should almost be reached. 





DISCUSSION. 


Dr. M. S. Picard (Shreveport): The most 
important question that enters the pediatrist’s 
mind is when the medical treatment ends and 
the surgical treatment begins. Some base their 
opinions on the duration of the disease, others 
on the loss of weight. To this should be added 
the birth weight of the child and the time of 
the onset. The earlier the disease begins and 
the lower the birth weight the more imperative 
is an early operation. One is not justified in 
making the child a surgical risk when this can 
be avoided. On the other hand if we have a large 
ehild, even if the onset is early, one can, safely 
wait. Of course the loss of weight in inanition 
and dehydration is the most impending indica- 
tion. 


Infants stands inanition better than dehydra- 
tion. If one can maintain a water balance, then 
one has a safe foundation to work on. Again 
the loss of weight is indication for early inter- 
ference. If after a disease has persisted two 
weeks and a steady loss of weight is shown, ten 
ounces weekly in a large infant or eight ounces 
in a small one, then an operation is imperative, 
because according to a quest if a child loses on 
third of its birth weight it dies. 


If we are to attempt medical treatment we have 
two methods at our disposal. First, the continued 
use of mother’s milk under careful supervision, 
that is, with a careful watching of weight and if 
no considerable loss takes place one can safely 
go on. The amount of vomitois must be de- 
termined. Towels or cloths can be handy or tied 
on in such a manner that the infant vomits di- 
rectly into them. These can be weighed after 
the vomiting has ceased and the amount of food 
lost determined, or the baby can be weighed be- 
fore each feeding and the loss taken after vomit- 
ing. This is easily done as the infant vomits a 
short time after nursing. This method is of course 
associated with atropine in increasing doses down 
to 1/250 of a grain or lower. I have become rather 
skeptical about the use of atropine. I am not 
so sure after using it in pyloric spasm and 
other forms of vomitois in infancy that it is a 
valueable drug as I once thought. The same can 
be said of stomach washing in regard to the in- 
tervals in feeding. The behavior of the child is 
the deciding factor, some do well according to 
Ibrahim if you disregard the vomiting and feed 
them at short intervals, others do better if feed 
on longer intervals. Again environment is a strong 
factor. Some infants do better in a_ hospital, 
some vomit less if fed while lying on their 
abdomens. The temperature, hot and cold, comes 
in, also feeding in a dark or well lighted room. 
There is a strong nervous element in these infants. 
The second and most satisfactory method is 
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the method of Sour, the thick ruling method. For 
the benefit of those who are not familiar with 
it I will mention the most common formula. 


9 ounces skimmed milk. 

12 ounces of water 

6 tablespoonsfuls farina 

3 tablespoonsfuls of detro-maltose. 


This is cooked one hour. This makes a mixture 
of rather thick consistency, which can be fed in 
two ways. First the food is placed upon a tongue 
depressor and with another tongue depressor the 
food is pushed into the child’s mouth. Another 
and more satisfactory way is the use of the hygeia 
nipple. A hole is cut in the tip of the nipple and 
the food pushed through this either with the 
finger or a tongue depressor. This as a rule is 
necessary for only a short time because the in- 
fant learns quickly to nurse this thick mixture, 


Personally I prefer mother’s milk to cow’s milk. 
First, because of the remote possibility of the 
spasm being caused by a cow’s milk alergy, and 
second I find in young infants there is a less 
tendency to colic and better adoption of food. 
The infant is fed in this manner, the feeding is 
divided into two parts one part placed in a glass in 
a bowl of warm water, a large hole is cut through 
a hygeia nipple and the food is pushed through 
this with a tongue depressor or a finger, but 
as a rule this is useless as the child soon learns 
to nurse this as well as a bottle. The second 
method is to put the food on a tongue depressor 
and place it on the back part of the child’s 
mouth, pushing the food off with another tongue 
depressor. 


It is up to us to decide which is the better 
method the surgical or dietary. According to 
many authorities the prognosis is the same with 
either method, whether it is better to subject the 
infant to the prognosis period of dietary treat- 
ment which lasts between six and twelve weeks, 
and even longer, with its intercurrent dangers, 
intermission, dehydration, and infections com- 
mon to all infants or to choose the surgical 
method with a similiar prognosis and a much 
faster recovery. 


Dr. S. C. Barrow (Shreveport): I think 
a radiologist might -discuss this important 
question. I do not know whether it is because 
the diagnosis of these cases seemingly is easy, or 
because we have every expert pediatricians in 
Shreveport, but all of the cases that they have 
said exist we have found existing radiologically. 
I just want to make one point which I have 
observed in quite a number that I have examined 
for Dr. Picard, and operated by Dr. Willis, and 
that is that we cannot rely upon the fact that 
there is or is not a complete retention of barium 
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in the stomach as observed radiologically. We 
have noticed that these children examined before 
barium is given present a characteristic picture 
of the stomach in those cases of pyloric hyper- 


trophy. The stomach takes on a typical balloon 
shape, filled with air. It has been observed in 
each of these cases as has not been observed in 
the examination of babies whose stomachs are 
affected by other pathology. The character of 
the shadow is balloon shaped, due to the stomach 
being filled with gas, and when that balloon 
shaped shadow is there is seems to me operation 
is needed. I want to make this point for the 
benefit of the radiologists who may be present, 
and that is to not fall in with the belief that 
you do not have this condition when you see the 
barium after 6 to 9 hours. If you see the barium 
going through and see this balloon shaped shadow, 
our observation has been that you have a con- 
dition which is in a favorable stage for opera- 
tion. 





POST OPERATIVE PAROTITIS* 
R. O. SIMMONS and P. K. RAND, M.D. 
ALEXANDRIA, La. 

A recent experience prompted the writers 
of this paper to look into the subject of 
post-operative parotitis, and we thought 
that the data on the subject might be of 
interest to the members of this society who 


may have had the misfortune to have had 
similar cases. 


It has been recorded for many years that 
following major operations under a gen- 
eral anesthesia, certain patients develop an 
acute septic infection of one or both paro- 
tid glands. This condition was often re- 
ferred to as a_ secondary or metastatic 
abscess, upon the theory that the infective 
organism was metastatic in origin, but 
later considerable evidence has accumulated 
to cast doubt on this theory, seemingly es- 
tablishing the fact that most or all are as- 
cending infections of the excretory ducts; 
however, neither theory is proven beyond 
dispute. There is an apparent association 
of parotitis with pelvic operations and 
particularly ovarian operations which is 
Suggestive of the occurrence of epididy- 





_*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21-23, 1925. 
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mitis and ovaritis following epidemic paro- 
titis, which undoubtedly, establishes some 
association between this gland and the ad- 
nexta. A patient following major operation 
is kept upon his back in bed, with usually 
a liquid diet, and having no occasion to use 
ihe masseter muscles does not empty the 
parotid ducts. The salivary secretions are 
not only less for this reason, but by the ad- 
ministration cf hypnotics, the stagnant 
gland tends to promote infection from the 
oval bacterial flora. 


Inflammation of the parotid occurs not 
infrequently after any surgical procedure, 
but usually after laportomies and most fre- 
quently after pelvic cperations, especially 
those having to do with the ovaries. The 
condition, as may be inferred, occurs most 
commonly in women. 


Several days following an operation— 
usually from the fourth to the tenth day— 
the swelling is first noted in front of the 
lobe of the ear, where the parotid capsule 
is less tense, but eventually the swelling 
involves the whole of the gland. In fulmi- 
nating cases this may be rapid and the 
parotid obscured by edema of the cheek 
and neck. The tumorfaction is always ac- 
companied by fever, pain, tenderness, lim- 
itaticn of motion of the jaw, general ma- 
laise, and other signs of sepsis. The sec- 
retion from the excretory duct may be en- 
tirely suppressed or purulent in character, 
the parotid papilla being swollen and red. 
These patients usually present the ap- 
pearance of being extremely ill, and the 
pain and symptoms brought on by the 
parotid infection completely overshadows 
the primary surgical condition. The infec- 
tion may clear up in mild cases, or in the 
more severe types may go on to diffuse 
phlegmon of the gland and surrounding 
tistues, or gangrene. Suppuration of the 
gland is the usual occurrence. 


Prompt treatment of the condition is de- 
manded. In the beginning ice packs should 
be employed constantly. If not controlled 
then, suppuration develops—usually about 
the third day, accompanied by an exaggera- 
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tion of symptoms. Now we must resort to 


radical treatment. If a soft fluctuating, 
localized spot can be found, this may be 
incised through the capsule and drainage 
instituted, but as the capsule of the gland 
may be so tense as to prevent fluctuation, 
the surgeon should not hesitate to incise 
the gland within twenty-four hours if the 
symptoms are severe. An incision should 
be made from the zygoma to the angle of 
the jaw and the flap drawn forward. It 
must be remembered that the trunk and a 
branch of the seventh nerve lie deep in the 
tissue of the parotid. These nerves may 
be destroyed by the infective process if 
drainage is delayed, and they may be in- 
jured by the incision if care it not taken 
when establishing drainage. The capsule 
should be incised and the gland explored 
by inserting the tips of artery forcep or 
director. 


Blair in his book “Surgery of The 
Mouth and Jaw’’, says, “Where the pus is 
not liberated by incision it has been re- 
ported to have frequently ruptured into 
the external auditory canal, but it may 
make its way into the deep spaces of the 
neck, into the post pharangeal space, into 
the mandibular joint, or through the olivary 
foramen into the cranial cavity, By throm- 
bosis of the contained veins the infection 
may spread to the cranial cavity, or pye- 
mia may result.” 


Our case was a white female, married, age 
twenty-seven, operated July third, trachalor- 
raphy, perineorraphy, appendectomy and shorten- 
ing of the round ligaments. The operation was 
under ether anesthesia, lasting one hour and 
twenty-five minutes. Reacted satisfactorily. On 
the third post-operative day complained of slight 
sore throat and the next day experienced a little 
difficulty in swallowing. Face slightly swollen on 
right side, painful and tender. Swelling over 
angle of jaw grew rapidly larger in twenty-four 
hours in spite of constant local ice packs. Fever 
with rapid pulse, morphia necessary for relief of 
pain. Patient no longer referred to discomfiture 
caused by operation -but suffered intensely with 
right side of face and neck. Oral examination 


showed excretory papilla swollen and red with 
pus exuding on pressure. 
day and third day 


On sixth post-operative 
since appearance of the 
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swelling the parotid was 
Patient felt relieved, fever curve dropped and 
facial and neck swelling reduced as drainage 
became free. The condition now became one of 


incised and drained, 


localized abscess with adequate drainage. Silk 
worm gut was placed deep in incision to facili- 
tate drainage. Eventually recovery without further 
complications except that the infection ruptured 
into the external auditory canal, which condition 
we attributed to a slight delay in incising the 
gland. 


Fisher in the “Annals of Surgery” 1923, 
in discussing this subject classifies the in- 
fection into four types: 


1. Acute inflammation occurring three to five 
days after operation and subsides in the same 
length of time. 


2. Acute circumscribed suppurative parotitis 
with local and systemic reactions intensified, in 
the absence of obstruction pus can be pressed out 
of Stensen’s duct. 


38. Acute profuse suppurative parotitis. This 
is rare. Suppuration in from thirty-six to forty- 
eight hours, marked swelling of the face and 


severe general symptoms. Mortality is about 
thirty per cent. 
4. Gangrenous parotitis. This is very rare 


and almost always fatal. 
This 
follows: 


author summarizes his conclusion as 


1. Every post-operative parotitis is a poten- 
tially lethal condition until it proves to be benign. 


2. To await the spontaneous evolution of 
parotitis is to jeopardize life. 


8. The differential diagnosis of these types 
suggest at once the method of relief. Medical or 
surgical. 


4. When the condition is surgical early opera- 
tion with free incision and open drainage is 
indicated. 


5. The greater the involvement on the face 
and neck structures especially in gangrenous 
parotitis, the greater the need for thorough 
exposure. 


(References: W. H. Fisher Ann. Surg., 1923, 
Ixxvlll, 568. Blair. Surgery of the Mouth and 
Jaw. Crandon. Surgical Aftertreatment.) 


DISCUSSION. 


Dr. P. B. Salatich (New Orleans): I have 
not had many of these cases following operation. 
There has been quite a discussion on both sides 
as to whether it is the blood that is affected or 
whether infection follows along the duct. Some 
of these cases of so-called sympathetic parotitis 
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have followed abdominal operations but by care- 
ful attention to the mouth after operation, there 
has been quite a diminution of these cases. I 
had one case following perinephritic abscess that 
came on about ten days or two weeks afterwards. 
There was swelling and definite stiffness of the 
jaw, and I waited a couple of days and it looked 
very much like an abscess. I took the patient to 
the operating room and made a small incision 
just large enough to use an aspirator, of large 
calibre. I could not get any pus and I realized 
afterwards that I was a little bit too superficial. 
The swelling continued for about four or five days 
so I took the patient back to the operating room 
and operated again and found pus deep in the 
glands. As a rule after you locate your pus with 
the aspirator, you can go on the side of it until 
you reach the capsule, and then with your scissors 
you can separate it and let the pus out with very 
little damage to the exposed nerve. I located this 
pus deep in the glands, put in a silk worm gut 
drain and after a few days the swelling was con- 
trolled, the inflammation subsided and the case 
got all right. 


Dr. Homer Dupuy (New Orleans): The most 
surprising thing about these cases of parotitis it 
seems to me is that in rhino-laryngologic prac- 
tice we see few such cases. Yet we have some 
severe reactions after tonsilectomy. In the pres- 
ence of a peritonsillar abscess you have to take 
into consideration the proximity of the infected 
part. In nasal sinus infection you have a con- 
stant dripping of pus contiguous to Steno’s duct. 
That leads us to the question of etiology. Un- 
questionably the infection must travel along the 
pathway of the duct. Now, how can we minimize 
the dangers, as Doctor Simmons has already pointed 
out many fatal cases occur. I believe that the 
suction apparatus used by the throat man could 
be used in all cases where the mouth of the 
patient cannot be brought to the highest hygienic 
perfection. The mouth is a flora bed of microbes, 
and therefore if the patient requires immediate 
operation, and there is no time for investigation 
and purification of the mouth, if such apparatus 
were used in those cases at the beginning of, and 
during the anesthesia, I believe it would tend to 
minimize the dangers pointed out by the essayist. 


Dr. L. M. Provosty (New Orleans): In two 
cases following ovarian operations the occurrence 
of suppurative parotitis coincided with marked 
and violent mental disturbance. I would like to 
ask whether Dr. Simmons had any cerebral symp- 
toms in his cases of post-operative suppurative 
parotiditis. 


Dr. Joseph A. Danna (New Orleans): We 
have heard much about suppurative parotitis fol- 
lowing operation, but I have seen very little of 
it myself. In fact I have only had one case in 
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my own practice, but that case I remember so 
very distinctly that I thought it might be of in- 
terest to relate. It followed five or six days after 
a gall bladder operation in which a large stone 
was removed and the gall bladder drained. The 
patient, who was doing very well, suddenly de- 
veloped a temperature of 105, and we noticed a 
swelling in the side of the neck and face. The 
next day it was as tense and red as could be and 
quite large. I called in the family surgeon and 
we decided that the quicker we got in there the 
better it would be, for if we let that gland alone 
there might be a sloughing of the gland tissues 
from pressure. I took her up to the operating 
room and made ‘a curved incision around the angle 
of the jaw—it was like slicing a watermelon in 
two. There was no pus as yet. I filled the wound 
loosely with gauze to control the hemorrhage and 
let the patient alone. The patient was a very 
good looking woman about thirty-five or forty, 
and I thought I had ruined her looks for good. 
She has a linear scar which you can only see if 
you look for it. I mention this so that if you 
have a similar case it may help you to handle it. 
I went around the posterior aspect of and below 
the mass in order to avoid interference with the 
nerve. 


Dr. Thos. B. Sellers (New Orleans): I have 
had two bad cases of parotitis. The temperature 
ran from 104 to 1051/2, associated with severe 
pain, which was not relieved by large doses of 
morphine. The swelling extended from above the 
ear, down to the clavicle. After consultation in 
both cases, we decided not to incise the gland, 
but to wait until a pocket of pus could be local- 
ized. Both recovered without operative inter- 
ferences. 


I believe it is better surgical judgment to delay 
operative measures as long as possible. 


Dr. R. O. Simmons (closing): I would offer 
my grateful acknowledgment to Dr. Salatich for 
his kindliness in opening the discussion of our 
paper and to the other members who have so 
generously taken part in the discussion. 


To Dr. Dupuy I would say, in regard to his 
failing to encounter parotitis in his operations, 
that it is probably because of the fact that all 
our authorities refer these complications as being 
associated almost entirely with abdominal opera- 
tions and too, it would be possible to prevent such 
complications in his oral operations because of 
the fact that he uses a suction apparatus and 
the bacteria that collect about the teeth and 
especially about the ducts would be aspirated 
away. 


Dr. Provosty has asked me whether we have 
had any mental conditions in such cases. In reply 
I would say that I am very thankful to have had 
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only one severe case of parotitis following an 
operation, and although I have seen a few other 
cases, I do not know of any such nervous mani- 
festation eftept from actual pain, when our 
patients in many instances, suffer untold agony. 
We did, however, in this particular case note that 
the patient was very forgetful and for about two 
days during her illness she could not remember 
whether it was morning, afternoon or night. I 
would readily say, however, that there is great 
danger of the brain itself becoming involved if 
left too long before drainage is established. 


In Dr. Danna’s case I can see quite well why 
his patient recovered so rapidly, because in the 
first place, he recognized the case early and made 
a thorough incision establishing perfect drainage, 
and the patient recovered. By making a thorough 
incision in these cases usually there is very little 
sear for the wound heals rapidly and very evenly. 

Dr. Sellers undoubtedly in his two cases met 
with very simple parotitis and was very fortunate, 
for in many of these cases the suffering is almost 
unbearable and if within twenty-four hours after 
the appearance of swelling in the parotid gland 
there is no improvement in the condition, it is 
well not to wait, for by waiting too long we may 
lose some of our patients. A thorough incision 
of the capsule and leaving it wide open whether 
or not we encounter pus gives relief almost 
always. 





HAYFEVER FROM TREE POLLENS.* 
WM. SCHEPPEGRELL, M. D., 


President American Hayfever Prevention Asso- 
ciation; Surgeon in Charge Department of 
Hayfever and Asthma, Charity Hospital, 


NEw ORLEANS. 


The common forms of seasonal hay- 
fever are due to the pollen of plants with 
wind-borne pollen. As many of the trees 
have wind-borne pollens, these must also 
be investigated in their relation to hay- 
fever. A prolonged series of tests made by 
the American Hayfever Prevention Asso- 
ciation, has shown that in the United 
States generally the pollens of the follow- 


ing may cause hayfever in subjects sensi- 
tive to their protein, viz: the oaks, syca- 
more, box elder, poplar, cottonwood, elm, 





*Read before the Orleans Parish Medical So- 
ciety May 25th, 1925. 
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ash, willow, hickory, mountain cedar and 
black walnut. 


The pines, which generate pollen in 


enormous quantities, do not cause hayfever. 
This is not due to the fact that the protein 
of this pollen is megative in hayfever, as 
we have had many positive reactions in 
patients tested with an extract of this pol- 
len. The reason ig that the covering (ex- 
tine) of the pollen contains a resinous 
substance which inhibits osmosis in the 
nostril of the patient by which the protein 
is released. This is fortunate, as the pines 
generate pollen in such enormous quanti- 
ties, that frequently the ground and water 
surrounding a forest of these trees is lit- 
erally coated yellow with the pollen. 
POTENTIAL AREA. 

The pollen of most of the trees is rela- 
tively large, which limits the distance 
which the wind currents may carry them 
from their source. As a rule, therefore, 











Fig. 1. 
structed plate holder. 


Changing the pollen plate in the specially con- 





they do not infect a very large area, as is 
the case of the ragweeds and grasses whose 
small size and corresponding bouyancy en- 
ables them to traverse long distances (1). 
The pine pollens which, as already ex- 
plained are harmless in hayfever, alone 
form an exception to this rule. While 
measuring 60 microns in diameter, which 
would make their area of distribution very 




















provided with wings or 
parachutes, which enable them to traverse 
long distances. In the airplane tests which 


small, they are 


we made to determine the altitudes to 
which the various pollens may ascend, we 
have found these pollens at an altitude of 
6,000 feet and at a distance of 15 miles 
from the nearest group of pines, showing 
the great distance which they may-travel in 
their aerial flights (2). 


The season of bloom of most of the trees 
is in the spring, and cases of hayfever oc- 
curring in February and March may be 
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Photomicrograph of pollen plate showing pine 


Fig. 2. 
and grass pollen. 
altitude. 


x 200 diameters. Exposed at 2000 ft. 


caused by tree pollens, although they are 
usually complicated by pollens of other 
weeds and grasses found at that season. 
Theze cases shou'd be differentiated by 
the diagnostic skin tests. 


While the trees, on account of the large 
size of their pollens, usually form only a 
local cause cf hayfever, still as many of 
them are used for shade and ornamental 
purposes in our cities, and as the pollens 
are usually formed in large quantities, they 
are in the aggregate an important cause 
of hayfever. 


LIGUSTRUM POLLEN. 


On a number of occasions, the American 
Hayfever Prevention Association has re- 
ceived complaints regarding the ligustrum 
as a cause cof hayfever. As the pollen of 
this tree is rarely found on our pollen test 
plates, its relation to hayfever was until 
recently considered negligible. 


These 
however, that last year a series of intensive 
tests was instituted in the Clinic of the De- 
partment of Hayfever and Asthma of the 
Charity Hospital, New Orleans, in order 
to decide this question. In all cases of com- 
plaints against the ligustrum, and in 
cases of hayfever and asthma generally, in 
which the attacks or their aggravation 
synchronized with the pollinating period 
of the ligustrum, our pollen test plate were 
exposed at the residence of the patient. In 
17 of 20 of these cases, the plates showed 
the presence of large numbers of the ligus- 
trum pollen. 


complaints became so insistent, 


These patients were then tested in order 
to determine their sensitivity to the ligus- 
trum pollen and practically all showed a 
positive reaction. Most of the cases were 
also sensitive to other pollens, but the 
clinical history proved that their suffering 
was greatly increased by the pollen of the 
ligustrum. 


The New Orleans Parking Commission, 
which has done such excellent work in es- 
tablishing a system of shade trees in New 
Orleans, was therefore urged in the in- 
terest of public health, nct to plant ligus- 
trums in the streets or public squares of 
New Orleans, and to minimize the ill effects 
of those already planted by having them 
pruned in time to prevent their pollina- 
tion 

MOUNTAIN CEDAR POLLEN. 


In 1917 we received a communication 
from Dr. Samuel N. Key of Austin, Texas, 
stating that there was a hayfever problem 
in that section of Texas during the months 
of January and February, which could not 
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be explained by any of the recognized hay- 
fever weeds, none of which bloom at that 
season. A series of our pollen plates was 
therefore sent to Dr. Key, which were ex- 
posed in the usual manner, and returned 
to our laboratory at New Orleans. These 
plates were found to contain large num- 
bers of the pollen of the mountain cedar. 
This cedar (Junipers sabinoides). is 
found in large numbers in the suburbs of 
Austin and other parts of Texas, and the 
male tree, which distributes the pollen, is in 
bloom at a season corresponding with this 
form of hayfever. A series of tests was 
then arranged, which corroborated the fact 


that the hayfever was due to the pollen of 
the mountain cedar. 


BLACK WALNUT POLLEN. 


An important cause of early hayfever on 
the Pacific Coast is due to the pollen of 
the black walnut (Juglans californica), 
which is much grown as a shade and 
ornamental tree in the Sacramento, Napa, 
and Russian River valleys, and to a lim- 
ited extent from the San Joaquin valley to 
the South Coast ranges. It occurs native 
especially at Walnut Creek and in the 
coastal canyons of southern California, from 
the Santa Ana Mountains north, but is 
also common in the hills back of Los An- 
geles and Santa Monical, often growing 
near suburban homes (3). The pollen is 
produced in great abundance, .but, on ac- 


count of its large size, is not carried far 
from the trees. 


The pollen of the black walnut not only 
gives a positive reaction in sensitive sub- 
jects but one of unusual severity. In the 
months of April and May, when this is in 
bloom, it causes a great deal of suffering 
to patients who are sensitive to its protein, 
and who live within its potential area. 


THE PEPPER TREE POLLEN. 


The fall hayfever is a distinct product 
of the United States, being due principally 
to the ragweeds, wormwoods, and similar 


weeds which are not 


found in Europe, 


where the spring hayfever, caused by the 
grasses and grains, is the common form. 
Hayfever from tree pollen has received 
little attention in Europe, as there are not 
many extensive 
cities. 


forests, especially near 
An interesting report however has 
recently come to us from South Africa by 
Prof. George Potts of the Department of 
Botany of Greys University College, Bloem- 


fentein. 





Fig. 4 
Quereus nigra. Charac- 


Fig. 3 
Fig. 3. Pollen of water oak. 
teristic tree pollen. 
Fig. 4. Pollen of black walnut. 
cause of early hay fever. 


Juglans nigra. Local 





From an exhaustive series of tests he 
states that Bloemfontein and Kimberley 
are subject to severe epidemics of hay- 
fever in early summer, especially in Novem- 
ber and December (Reversal of seasons due 
to Southern Hemisphere). 


By means of pollen plates exposed and 
checked after the Scheppegrell method, it 
is shown that the pollen of the pepper tree, 
(Schinus molle), is virtually the only kind 
of pollen frequent in the air of Bloemfon- 
tein during these epidemics. Inoculation 
tests showed that hayfever patients re- 
acted to pepper tree pollen. These pollens 
were also found in the nasal discharge of 
the hayfever patient tested. These proved 
definitely that the pepper tree is the cause 
of these epidemics, to which, indeed, they 
are popularly attributed. Prof. Potts shows 
that the pollen of this tree, which is nor- 





































mally sticky and carried by insects, be- 
comes dry and powdery, and is dispersed 
by the wind in the hot, dry weather pre- 
valent in Bloemfontein during the hayfever 


seaccn. 


The difficulties in accepting the pepper 
tree as a cause of hayfever are: The large 
size of its pollen, pollination by insects, and 
that the tree occurs in many towns of South 
Africa which are not troubled with hay- 
fever. The explanations suggested are the 
hot, dry weather during the principle 
flowering season of the pepper tree, and 
the fact that this tree is cultivated in large 
numbers in Bloemfcntein as a street and 
garden tree. Kimberley, whose climate is 











Fig 6 


Fig. 5 
Fig. 5. Pollen of Johnson grass. Andropogon helapense. 
Type of the pollen of the Gramineal group. 
Fig. 6. Pollen of careless weed. Amaranthus spinosus. 
Type of the pollen of the minor groups. 





like that of Bloemfontein, and which also 
has many pepper trees, is likewise subject 
to these epidemics. The practical preventive 
measure is the removal of the male pepper 
tree from these localities. 


OTHER TREE POLLENS. 


Several varieties of the Ash (Fraxinus) 
are among the local causes of hayfever in 
many of the states, and are important 
causes in Arizona, Missouri, New Mexico, 
and some parts of California. 


The most common of the trees causing 
hayfever are the oaks. There are about 65 
varieties of these sufficiently common in 
the United States to be considered in hay- 
fever. The average size of the pollen is 
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15 by 30 microns (4). Fortunately, the 
protein of all the oak pollens that have 
been tested are morphologically similar, so 
that if the patient is immunized against 
the most common variety of the oaks in his 
vicinity, he will be protected from the other 
varieties of this tree. The oaks pollinate 
from March to June, according to the 
climatic condition. This is also the season 
of bloom of most of the grasses (5), and 
a patient with spring hayfever should 
therefore be tested for both pollens before 
the immunizing treatment is commenced. 


The sycamore, box elder and poplars 
are less common causes of hayfever. The 
western cottonwood (Populus sargentii) 
is the common cause of hayfever in sec- 
tions in which it is in sufficient abund- 
ance. Other less common of this genus 
are norrow-leaved cottonwood (Populus 
angustifolia), swamp cottonwood, (Popu- 
lus heterophylla), yellow cottonwood 
(Populus deltoides), and Arizona cotton- 
wood (Populus arizonica). The elm is 
not usually considered an important 
cause of hayfever as it is not prolific with 
its pollen as many of the other trees. We 
have had a number of cases in this vicin- 
ity, however, where it had been an im- 
portant cause of hayfever, due to the close 
proximity of these trees to the residence 
of the patient, where they were planted 
for ornamental purposes. 


Some of the common forms of tree pol- 
len, photomicrographed by the author, 
are shown in the accompanying illustra- 
tions (Figures 1 to 8). 


PREVENTION AND TREATMENT. 


The season of bloom of the trees caus- 
ing hayfever is usually limited to a few 
weeks, but the pollen is generated in such 
large quantities that they usually cause 
great distress to patients sensitive to their 
pollens. These pcllens, should, therefore, 
be carefully tested for, and the patient be 
given the appropriate immunizing treat- 
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The extract is prepared and used 
in a manner similar to that of other forms 


ment. 


of hayfever, the doses_ being graduated 
from 10 to 5,000 units progressively. 
This method usually gives good results in 
hayfever due to the oak, poplar and cot- 
tonwood pollens, but the results in cases 
of mountain cedar and walnut have thus 
far not been encouraging. The intensive 
treatment has not yet been used in these 
cases and should give a high percentage 
of cures as in the more ccmmon forms of 
hayfever. 


The important remedy is the education 
of the public and of our public officials, 
so that the planting of shade trees, which 




















Fig. 7 Fig 8 
Pollen of common ragweed. Ambrosia elator. 
Pollen of California mugwort. Artemisia hetero- 


Fig. 7. 
Fig. 8. 
phylia. 





are the usual cause of this form of hay- 
fever, should be limited to trees that may 
not be a source of discomfort to sensitive 
subjects. 


The majority of trees generally are 
harmless in hayfever. All the fruit trees, 
in spite of the fact that their pollen is 
listed by some of the biological houses, 
indicating that they may cause hayfever, 
are harmless as they are insect pollinated. 
This also applies to most of our ornamental 
trees and shrubs. In cases in which the 
trees are indigenous, the control may pre- 
sent considerable difficulty. In the case 
of the mountain cedar, for instance, which 
generates pollen in great quantities, the 


pollinating area is several miles, which 
makes the question of control expensive 
and difficult. In view, however, of the 
discomfort which they cause in sections 
where this trees is common, its removal 


from the neighborhood of municipalities 
will eventually be accomplished. 


DISCUSSION. 
Dr. Narcisse Thiberge (New Orleans): I am 
sure we all enjoyed hearing Dr. Scheppegrell, 


Hay fever is somewhat different in its treatment 
from other ailments to which a patient may be 
subject, because we are often confronted not by 
a single infection, but one where both grass and 
tree pollen play a part; therefore, keeping this 
in mind the general practitioner should become 
suspicious when a patient reacting to grass pollen 
skin tests refuses to improve under a thorough 
grass pollen immunization course. 


This paper calls attention to the fact that in 
these cases tree pollen as well as grass pollen 
may play a part. 


The attending physician should be especially 
on his guard when the case is a Spring case and 
the attack is short but sharp corresponding to the 
pollinating period of the trees. 


This paper may also serve as a guide if the 
occasion comes to select trees for planting—in 
these instances we should remember that trees do 
cause hay fever. A good rule to follow is to 
select such trees as have a showy blossom—these 


as a rule are not wind pollinated but are pol- 
linated by insects. 


In verifying our suspicion as to the actual 
cause of hay fever in individual patients, it is 
always easy to have them expose a_ glycerine 
coated slide near their sleeping quarters. 


We are now conducting a series of observation 
as to the efficiency of Peptone intravenously in 
cases resisting ordinary immunization methods, 
but it is as yet too early to draw definite con- 
clusions. However, in the event that hay fever 
cases resist treatment with grass pollen and tree 
pollen extracts, it is always good to have some- 
thing to fall back on, and here the non-specific 
protein seems to give some hope. 


(1) Scheppegrell: Hayfever and Asthma, Cause, Pre- 
vention and Cure. Lea and Feliger 1922. 
(2) Scheppegrell: Aeroplane test of Hayfever pollen, 


density in the upper air. Medical Journal and Record, 
Feb. 20. 1924. 


(3) H. M. Hall, Hayfever Plants in California, U. S. 
Public Health Report, April 7th, 1922. 

(4) Scheppegrell: Classification of Hayfever Pollens 
from a biological standpoint. Medical Journal 1923. 

















MA 


er 
cc 


nn 


Ss Sl 




























BLACKSHEAR 





MASTOIDECTOMY: WITH SPECIAL 
ATTENTION TO LOCAL ANAES- 
THESIA IN THIS OPERATION* 

Ss. M. BLACKSHEAR, M. D., 
NEW ORLEANS. 


Mastoiditis may be divided into two gen- 
eral classes, acute and chronic. We will 
consider the chronic condition first in order 
to dispense with it in as few words as pos- 
sible since this paper is concerned chiefly 
with local anaesthesia in mastoidectomy. 
Chrenic mastoiditis is the type in which 
we find it often necessary to perform the 
radical operation and it is very rare that 
the anaesthetic problem looms before us 
with such great importance as it does in 
acute mastoiditis when the simple mastoi- 
dectomy is almost universally chosen. 


Local anaesthesia may be employed in 
the performance of radical mastoidectomy, 
but general anaesthesia is to be preferred 
for the reason that the middle ear and 
external ear must be rendered anaesthetic 
(i. e. that part of the external ear in- 
volved in the flap operation). That por- 
tion of the concha and external auditory 
canal which is involved in the making of 
a flap may be anaesthetized by injection 
of the anaesthetic \solution anteriorally 
and posteriorally and the middle ear may 
be anaesthetized by the injection of a few 
minims of a 5% _ solution of cocaine 
through the tympanie membrane. But 
since it is rarely so important in these 
cases the general anaesthetic is more prac- 
ticable. 


However, when we consider the fact 
that acute mastoiditis usually complicates 
diseases which so often involve the res- 
piratory tract as for example, measles, 
scarlatina, influenza, pneumonia, bron- 
chitis, sinusitis and tonsilitis and when we 
find it complicating such maladies as 
typhoid fever, diabetes, nephritis and 
cardiac diseases, conditions that so fre- 





_*Read before Missisisppi State Medical Asso- 
ciation, Biloxi, May 12-14, 1925. 
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quently preclude the use of a general 
anaesthetic, we are forced to the conclu- 
sion that a local anaesthetic is necessary 
to meet the situation. And after using 


the local anaesthetic and finding it safe, 
simple and entirely satisfactory, we won- 
der why it is not more universally used. 


Of course it is contraindicated in a 
child who is too young to reason with since 
he would become panicy and intractable and 
perhaps there are some few individuals 
of maturer age who might be too excitable 
or too temperamental to co-operate with 
the surgeon without being thoroughly 
asleep. But the vast majority of patients 
who are old enough to reason with can be 
operated on with great satisfaction under 
local anaesthesia. 


Some of the advantages in using the local 
anaesthetic are that there is very little 
preparation necessary (i. e. purging, diet- 
ing, etc.), there is no nausea and vomit- 
ing, which are depressing in some cases, 
such as those complicated by pneumonia 
and heart disease; there is no shock either 
during or after the operation, the organs 
of elimination are not taxed as they are 
when a general anaesthetic is employed, 
and it takes fewer assistants and the 
operatcr is not crowded by the anaesthetist 
and vice versa. 


The patient being awake may warn the 
operator when working too near a mis- 
placed fallopian canal and possibly pre- 
vent injury to the facial nerve. 


The disadvantages are practically none 
excepting the two contraindications men- 
tioned above. 


During the fall of 1918, while located at 
the Base Hospital, Camp Shelby, I was 
privileged to do seventeen mastoidectomies 
under local anesthesia, some of which were 
in the active period of pneumonia and, all 
of them were associated with either measles 
or influenza, as both of these disease were 
epidemic at the time in that camp. The 
results were so gratifying that I am per- 
manently converted to the use of local 
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anaesthesia in suitable cases and I have 
used it many times since. 


The last two cases in which I used this 
technique were associated with diabetes, 
a condition in which a general anaesthetic 
is certainly contraindicated. 


The technique employed is as follows: 
A hypodermic of morphine sulphate gr. 
1/4 and atropine sulphate gr. 1/150 is 
given half hour before operation. After 
shaving the side of the head on the af- 
fected side and cleansing the external 
auditory canal with peroxide of hydrogen 
and alcohol the skin is cleansed with ben- 
zine and iodine. First the skin is injected 
with either apothesine or novocain in 14 
of 1% solution with three minims of ad- 
renalin to the cunce, beginning above the 
zygomar and extending the infiltration to 
below the tip of the mastoid process with 
a wide margin of surface so as to have 
the anaesthetized area extend consider- 
ably beyond the field of operation. Then 
the needle is inserted deeply under the 
periosteum and as the solution is injected 
the whole mass of tissue is elevated in- 
cluding the external ear and lastly the 
needle is inserted straight in and along 
the posterior wall of the external audi- 
tory canal which is thoroughly infiltrated. 
Since there is no nerve supply to the bone 
the operation may proceed now as in gen- 
eral anaesthesia. 


I use a trephine to remove the cor- 
tex covering the mastoid antrum, as it 
doesn’t jar or excite the patient as much 
as the use of a hammer and chisel, and 
from this point I complete the operation 
with rongeur forceps and curettes. I have 
found that closing the wound with through 
and through silkworm gut sutures which 
include the periosteum with a blood clot 
shortens the period of convalescence very 
materially. Generally I use a rubber drain- 
age tube which is inserted straight in to 
the antrum down to the additus parallel 
with the external auditory canal which is 
anchored with a suture through the skin 
and removed in three days. 
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The period of convalescence is shortened 
to about fourteen or fifteen days by this 
method, whereas in the open method where 
packing is employed, the canvalescence 
may extend over months. 


In closing, I want to add that the use 
of the blood clot often prevents deformity 
and adds materially to the cosmetic result. 





DISEASES OF THE GALL BLADDER* 


With Special Reference to Gall Stones and Duo- 
denal Drainage. 


LOUIS ABRAMSON, M. D., 
SHREVEPORT, LA. 


One of the serious problems of abdominal 
surgery is not the operation itself, but 
what result will be obtained by a contem- 
plated operation, and of these difficulties 
there is perhaps nothing more perplexing 
than the surgery of the gall bladder and 
ducts. 


I am unable to present anything: new in 
this field but hope to present some clinical 
experience and collected observations that 
will be sufficient excuse for the time you 
are so kindly giving me on this program. 


In the time limit of this paper, I could 
not hope to go into an extensive discussion 
of this subject, but hope to be able to 
present a few high lights on some of the 
principal points. 


The approximate relative frequency of 


abdominal organic disease is: Gastric 
Uleer 1; Gastric Carcinoma 2; Reflex 
Appedicitis 4; Duodenal Ulcer 6; Gall 


Bladder Disease 12. 


The infected gall bladder may be a cause 
of cardiac disease, acting as a harboring 
focus for selective germs; cardiorenal and 
toxic cases come under this heading also. 
High Blood Pressure is often relieved 
after removal of gall stones. Many types 
of arthritis may be regarded as generally 





*Read before the Louisiana State Medical So- 
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having originated in a focal infection, and 
the infected gall bladder may be such a 
focus. Gall bladder infection is very fre- 
quently the cause of appendicitis and pan- 
creatitis, and it is the most common cause 
of biliary cirrhosis. 


Heyd says that hepatitis is almost in- 
variably associated with chronic disease of 
the gall bladder. It may be primary or 
seccndary; when primary, infection of 
the gall bladder by the lymphatics is seen; 
when secondary, the infection is from the 
wall bladder by extra-hepatic- and intra 
jhepatic lymphatics. 


The liver, pancreas, gall bladder and 
:gastro-duodenal segment must be regarded 
as one physiological and pathological seg- 
-ment; and disease of one organ expresses 
{itself in some way on all the others. 


If all the symptoms and findings asso- 
ciate disease of the appendix and gall 
bladder, the patient should be informed 
that operative relief in one condition only 
can not assure a cure. The double opera- 
tion is by no means trivial. 


There are many operations in which 
only one of the two conditions are attacked ; 
the patient is not cured and such opera- 
tions bring surgery into disrepute. 


The patient should know and decide. 
Besides, there is great necessity for med- 
ical treatment and supervision, especially 
in diet after the operation. 


Spicy, hot, acid and sweet foods should 
be avoided. Alkalis are efficacious for 
relief of symptoms. 


Deaver and Reiman say that there is 
little difference of opinion today that it 
is not the gall stones per se, but the inflam- 
matory processes induced by the calculi that 
determine the gravity of gall stone disease, 
that is, acute and recurring cholecystitis is 
the gravity. The work of the surgeon must 
be reparative and preventive. 


Calculi in almost all casee, originated in 
the gall bladder and not in the bile pas- 
sages. 
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The question as to the exact function of 
the gall bladder is still unsolved. We do 
not remove a normal gall bladder, presup- 
posing that it performs some useful func- 
tion. 


But as far as has been observed, re- 
moval of the gall bladder does not appear 
to have been followed by results of much 
importance to metabolism. Clinical exper- 
ience has shown that mankind can get 
along very well without the gall bladder. 


Bacteriological examinations have shown 
that infection is not alone in the mucosa, 
but in the walls of the organ as well. 


For all reasons, Deaver and Reiman 
prefer to remove the pathological organ 
than to try and repair it. 


It is usually as safe as cholecystotomy ; 
it removes the cause of the vicious circle 
of infection and recurrence; the patient 
does not miss an organ which probably 
has been functionless, or in which the 
function has been impaired; and the 
chances of complete recovery or cure are 
greater than after cholecystotomy. 


The frequency with which chronic appen- 
dicitis and chronic gall bladder disease 
are found associated is very great. 


Accurate differentiation between chronic 
cholecystitis, adhesions about the gall blad- 
der, sclerosis of the gall bladder, and some 
cases of cholelithiasis is extremely diffi- 
cult on a symptomatic or gross pathological 
basis. 


Even on the operating table, a gall 
bladder may be passed over as normal, 
althcugh post-mortem examination shows 
extensive or long standing disease of mu- 
cosa or ducts. 


There is an intimate relationship — be- 
tween the gall bladder and appendix 
through their lymphatic and blood supply, 
probably the appendix is the first organ 
affected and it may invite disease of the 
gall bladder. 


It is necessary to examine the gall 
bladder at every appendix case; but re- 
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moval of the appendix may and often does 
remove the gall bladder disease. 


The study of the literature would seem 
to justify the belief that the gall bladder 
should be removed in all cases, in which 
it is definitely diseased, provided the con- 
dition of the patient is such that the added 
time on the operating table will not greatly 
lessen his chance of recovery. 


The best results in gall bladder disease 
are obtained with surgery, but the number 
of 100 per cent. results is small; even 
after an operation by an excellent surgeon 
and with medical management a further 
operation may be necessary. 


Niles, cf Atlanta, Georgia, based on his 
experience for two and one-half years on 
one thousand cases concludes that non-sur- 
gical drainage of pathological gall bladders 
is a worth-while clinical method and in 
competent hands, will produce good re- 
sults in a liberal per cent. of cases. 


The method is not indicated in gall 
bladder disease in which the cystic duct 
is obstructed in such a way that the gall 
bladder is unable to discharge its fluid con- 
tents; nor can it supplant surgery, where 
there are gross pathological lesions of the 
gall bladder. 


In many cases by early and adequate 
drainage this method may clear up certain 
cases that without it would have developed 
into surgical states. 


Golab used the Lyon method of biliary 
drainage. 


He has found that patient presenting 
symptoms of biliary stasis responded satis- 
factorily on the whole to a treament which 
consisted of four to six successive biliary 
drainages at six-day intervals. 


In all cases a cystological study of the 
bile obtained in the last drainage opera- 
tion revealed none of the pathological ele- 
ments found in the early draiange. 


Jacob Meyer thinks, from three years’ 
experience, that the diagnostic value of 
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duodenal tubage is greatest in infections 
of the gal! bladder; that non-surgical drain- 
age ef the gall bladder should be used in 
treatment of early cases of gall bladder 
stasis, cholecystitis and catarrhal japndice 
as well as more serious cases, which are a 
poor surgical] risk. 


The experience of Chviay and associates 
with non-surgical drainage of biliary tract 
(Lyon Duodenal Tubage) has been very 
favorable, especially in chronic cholecysti- 
tis without gall stones. They prefer the 
intermittent rather than the continuous 
method of drainage, as it is better toler- 
ated by the patients. 


Conclusions. 


1. Every gall bladder ccntaining stones 
should be operated. 


2. Recurring attacks of cholecystitis is 


a definite indication for surgery. 


3. The ccnsensus of surgical opinion 
favors the removal of the gall bladder 
where it is at all diseased. 


4. The mortality after removal is not 
greater than when it is not removed. 


5. Duodenal drainage is a valuable 
diagnostic and therapeutic means and in 


skillful hands will cure mild cases of 
biliary stasis. 
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DISCUSSION. 


Dr. H. B. Gessner (New Orleans): If Doctor 
Abramson wanted to start something he chose a 
very good subject. It does not take long for a 
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gall bladder paper to start a very general dis- 
cussion in a medical society. There is so much 
to consider that I shall limit myself to a few 
points which particularly interest me. 


Doctor Abramson’s first conclusion is that every 
gall bladder that contains stones should be oper- 
ated. When you bear in mind that the mortality 
from operation for gall stones is only one-half of 
one per cent., and when you bear in mind the 
further fact that if gall stones are allowed to 
remain indefinitely, the gall bladder in 4 per cent. 
of cases will develop malignancy which is almost 
always fatal, you will see there is a strong argu- 
favor of operating gall stone cases. 
Another reason is that if the attacks of pain are 
severe, the patient will have to choose in the 
course of time between operation on one hand 


ment in 


and morphine on the other. I think these two 
arguments alone, the small mortality and the dan- 
ger of malignancy, as well as the danger from the 


morphine habit, are very important reasons for 
operation of no other were put forward. 


As to whether the attacks of cholecystitis are 
a definite indication for surgery, we know today 
that the pancreas is injured by infection of the 
gall bladder; we have reason to believe that the 
starting point of many cases of biliary cirrhosis 
is in a diseased gall bladder, and we have every 
reason to believe that a long standing cholecy- 
stitis injures the myocardium. So we have to bear 
in mind not only the toxic effect of the cholecy- 
stitis itself, but also the infection of the liver, 
the pancreas and the myocardium, and I think 
everybody will agree that recurring attacks of 
cholecystitis call for operation, although the first 
acute attack may not. 


The third conclusion is that the consensus of 
surgical opinion favors the removal of the gall 
bladder where it is at all diseased. I believe the 
weight of opinion is in favor of taking out the 
gall bladder, but there are certain things to be 
borne in mind in this connection. One is that 
when the infection is once established in the 
biliary tract, in a certain proportion of cases 
there is pathologic stricture of the common duct 
which takes place in the course of time, and if 
we do a cholecystectomy at once in a certain por- 
tion of cases we have to come back and drain 
the common duct, which is not an easy procedure 
when we have no guide. Deaver of Philadelphia 
makes a plea for what he calls the internal drain- 
age of the gall bladder, drainage of the gall 
bladder into the duodenum or the stomach for 
infection. He calls attention to the fact that if 
the gall bladder seems to have retained some of 
its elasticity, if it still can function in a large 
proportion of cases it is better to connect the 
gall bladder with some part of the alimentary 
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canal for drainage, with the duodenum prefer- 
ably, with the stomach as the second choice, or 
with a part of the intestine, possibly the colon, 
as the third choice. 


Doctor Abramson gives as his fourth conclu- 


sion that the mortality after removal is not 
greater than when it is not removed. In other 


words, he says the mortality of cholecystectomy 
is not greater than the mortality of cholecys- 
totomy. I believe that this is true in the hands 
of a man with experience like Doctor Abramson. 
Men who have had a great deal of experience in 
operating can do a _ cholecystectomy without 
greater risk, but Deaver says the occasional 
operator, the man who operates once in a while, 
is much more apt to lose the patient with 
cholecystectomy than from cholecystostomy. He 
adds that the occasional operator, the operator 
with small experience in the upper abdomen, is 
more apt to have one of those accidents of injury 
to the ducts. Doctor Eisendrath of Chicago has 
written a paper. showing the anomalies of the 
duets and showing how easy it is to do serious 
injury to the bile tract, whether the hepatic duct 
or the common duct, because of these anomalies. 
That sort of thing is more apt to happen to the 
occasional operator than to the experienced 
abdominal surgeon. So I do not think it is a 
just statement of the situation to say without 
reserve that the mortality from the cholecystectomy 
is not greater than that from cholecystostomy. I 
think that should be modified by saying—in ex- 
perienced hands. 


I will not touch on the question of duodenal 
tube drainage, because I have had very little ex- 
perience with it, but I think it is perfectly right 
to say that we may expect help from this. 


A very interesting thing along these lines is 
the diagnostic help that we are getting from the 
use of certain dyes injected into the blood and 
excreted by the liver into the gall bladder where 
the dye can be shown by means of the X-ray. 
Some work of this kind has been done by Doctor 
Silverman who will tell you more about it. 


Dr. E. Denegre Martin (New Orleans): There 
are certain phases I want to touch upon. First, 
in regard to duodenal drainage. In a certain 
type of these cases it is helpful, but unfortunately 
it is not always reliable from a diagnostic stand- 
point. I say this because recently in two cases 
where the internist had been handling the case 
for me, and where they had, as they thought, 
obtained the bile from the gall bladder, it was 
discovered at operation that the gall bladder had 
been occluded for a long time, the bile came from 
the liver. 

Now, I want to give you this from a personal 
experience and I give it for what it is worth. 
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Whenever the lavage was done without salts, I 
felt worse, but whenever salt was injected, I was 
relieved, so finally I just took the salts without 
the tube and got good results. Of course that is 
an isolated case, but I can tell you this, that we 
are learning not to depend quite so much upon 
our laboratory findings. If we would go back 
and use our brains, use our sight and our touch, 
I think very often we could make a diagnosis 
more correctly than if we first send the patient 
to have his blood count taken, the urine tested 
and something else done. If there is anything 
that is misleading at times it is our laboratory 
findings. I have in mind two distinct cases where 
even with the laboratory findings I did not think 
there was anything to warrant operation, and I 
believe that is the reason these people are living 
today. 


Tubal drainage is a good thing; it has its 
place; it gave me relief and kept me going for 
six months until I could be operated upon. I 
have had better health ever since. 


In regard to gall stones, you will find infec- 
tion the cause in young patients usually very 
small; in these cases you can drain the bladder 
and get good results. In the case of old people, 
however, we have a different condition to deal 
with. Dr. Maes told you yesterday about drain- 
age in appendicitis in the old. I do not know 
but what he is right. Cholecystitis in old people 
as a rule is produced by stones that have been 
present for years and years and all of a sudden 
cause an acute attack. In these cases cholecys- 
tectomy as a rule means death, because we are 
dealing with an acute infection, with an old chronic 
gall bladder. If you do not destroy the gall blad- 
der you have recurrence, because you cannot 
drain it. I have used a procedure in such cases 
by which I have been able to save six lives. Here 
we are dealing with a chronic gall bladder, usually 
a large stone, and very often the bladder is con- 
tracted, though it may be large. If you attempt 
to take it out you leave a large cul de sac below, 
into which the pus will accumulate and _ the 
chances are you will lose your patient. What I 
do in these cases is simply to split the gall blad- 
der from the fundus to the duct. If you attempt 
to drain it only it means a second operation later. 
If you remove if, you open up new arenas for infec- 
tion and a high death rate. But by splitting it 
all the way down and inserting a large cigarette 
drain you get the same results as in cholecystec- 
tomy with less danger. Do not tie the duct; in 
24 to 48 hours the bile will begin to flow. In 
this way you will relieve the congestion. In 7 
cases, 6 of my own and one of Dr. King’s, all are 
living and made an uneventful recovery. 

Dr. P. B. Salatich (New Orleans): I do not 
think any surgeon has a right to operate on a 
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Before 
deciding whether you are going to operate a gall 


gall bladder on one or two examinations. 


bladder a thorough examination of the patient 
should be made, the case should be studied so 
that you know what your patient can stand. 
Some of these patients I have had come to my 
office every day for a week, so as to study the 
amount of trouble present and the best operation 
to perform either removal or drainage. 


As to symptoms, you will find that as a rule 
-you will have more symptoms and more dis- 
turbances in an infected gall bladder than with 
gall stones. You do not very often run against 
an infected gall bladder in doing a laparotomy, 
but you do often find one containing gall stones. 


As to the operative procedure, very often we 
ask ourselves the question what is best to do?— 
that is a big question. If your patient is old, he 
or she will not stand much surgical trauma, and 
I believe those cases do better if they are not 
too long on the table and operated under local. 
Go in there, take the gall stone out, put in a 
drain and get out quickly. I have had one patient _ 
eighty years old who got over the operation very 
well. In a young subject after you get in you 
have to decide on the findings: If you find the 
gall bladder is entirely surrounded by adhesions, 
it is diseased through and through. You drain 
that gall bladder, you create more adhesions and 
more disturbance than you had before. That gall 
bladder should be taken out always if the patient’s 
condition warrants it. If you find a kink and 
drain the gall bladder you will not relieve the 
patient. If the gall bladder is freely movable 
without signs of disease and with few stones, you 
may remove the stones and allow the gall bladder 
to remain. and probably the patient will not have 
much trouble afterwards. 


In some of these cases where they are jaun- 
diced, and you examine the ducts and find some 
adhesions, if you take the gall bladder out you 
will probably regret it when you have to go back 
again and correct the condition. If the patient 
is not too jaundiced, you can do a cholescystoduo- 
denostomy; if the case is bad, drain the case, get 
rid of the jaundice, and then go back the second 
time and do a cholecystenterostomy. As to the 
technique, as a rule it is seldom you find the ar- 
teries in front of the duct. By pulling the gall 
bladder out with large curved forceps, you can 
use blunt dissection to free the cystic duct. If 
you do this you very seldom injure the common 
duct, and it is almost bloedless. By stripping 


away the fat and the peritoneal fold, you can get 
entirely around the duct and isolate it so you 
can put the forceps above and below and cut 
it and after you have cut you can clamp the 
artery. 


It makes a difficult case comparatively 
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casy especially where you have a deep gall 
bladder. 


Dr. D. N. Silverman (New Orleans): There 
are many points relative to the formation and 
treatment of gall stone, but I want to speak of 
the gall bladder itself and call attention particu- 
larly to those cases where there is gall stones. 
We should not make a diagnosis of gall stones 
without a survey of the intestinal tract and the 
other organs which are related to the gall bladder 
and its diseases. One point in reference to this 
is the metabolism. I believe it has been definitely 
shown that the disturbed cholesterol metabolism 
in cholecystitis has been the predisposing cause 
of the formation of stone. 


With the removal of the stone, which is essen- 
tial, we have to deal with the underlying factors 
which cause this disease, some of which we do 
not understand and some of which are at hand 
at the present time. I would like to say a few. 
words in regard to diagnosis by the use of duo- 
denal drainage. Unless the drainage is done in 
a definite and systematic way, we cannot expect 
to get any information from the gall bladder and 
liver. Just as the urologist in a definite way 
examines the kidney, the ureter and bladder, we 
are examining the duodenal tract. I do not be- 
lieve you can eaxmine the gall bladder and liver 
by simply passing a tube and aspirating bile 
which in a large majority of cases comes from 
the stomach. Therefore, we resort, always, to a 
very useful means of locating the tube, which is 
the fluroscope. If you go into the duodenum, 
controlled by the fluroscope, you know you are 
there and you can examine the bile from the liver 
and gall bladder and differentiate it from the 
findings you have already secured from the 
stomach and duodenum. In other words, it is a 
survey and a differential diagnosis. You get 
nowhere by simply examining the bile unless you 
understand what is going on in the stomach and 
duodenum. Microscopical findings on the bile are 
of great significance. We have found bile which 
we believed came from the gall bladder, which 
contained a considerable amount of cholesterin 
crystals. Backing up this finding it was ob- 
served, on operation, that the gall bladder was 
more or less full of cholesterin crystals, some in 
the form of stone. 


As to the diagnosis, at the present time we have 
something that will ofen tell us when the cystic 
duct is obstructed, and that is the intravenous use 
of dye preparations. These dyes are injected into 
the blood stream, and if the preparation cannot 
enter the gall bladder, the diagnosis is usually 
cystic duct obstruction. Following Graham’s 


method of visualization of the gall bladder by the 
use of these dyes, Doctor Menville and I have 
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experimented with the effect of duodenal drain- 
age on the gall bladder. Our work has been of 
value in the diagnosis of gall bladder diseases. 
We found that a gall bladder whose walls were 
functioning, and were not distorted by adhesions, 
would react to the injection of magnesium sul- 
phate into the duodenum and duodenal drainage, 
but it was necessary in nearly every case to use 
the repeated injections in order to get an appre- 
ciable contraction of the gall bladder. On the 
other hand, we have seen cases which would not 
respond to drainage. In some cases where we 
used repeated stimulations of magnesium sulphate, 
there would be no drainage of the gall bladder 
itself, but at operation some of these gall bladders 
were found to be distorted. In one or two after 
giving magnesium sulphate we found obstruction 
of the cystic duct, which was partial when we 
made our examination, but was complete one week 
later at operation. 


Dr. Louis Abramson (closing): I want to 
thank you gentlemen for the interest you have 
taken in my paper. The reason there is such a 
difference of opinion is because I do not think 
the subject has ever been satisfactorily settled. 


As far as the operation for removal of the gall 
bladder is concerned, I do not think there are 
any positive rules to show that you must do this 
or that. I think it remains within the judgment 
of the surgeon whether in that special patient 
operation and removal is indicated. As Doctor 
Martin indicated, there are cases of old people 
where some physical condition will not warrant 
the removal. 


My remarks were based, not on the individual 
surgeon’s work, but the collective work of several 
thousand in which the consensus of opinion of 
good surgeons was that the removal was the better 
operation when it could be done. Duodenal drain- 
age, I think, is a very valuable diagnostic thera- 
peutic means and it will relieve a certain per cent. 
of mild cases. 





INCIDENCE AND CAUSES OF 
HEART DISEASES.* 


A. B. HARVEY, M. D., 
TYLERTOWN, Miss. 
The department of health in New York 
City, reports 114 to 2% of heart defects 
in one-quarter million examinations of 


school children. This same department 
has estimated about 2% of adults are in 
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need of medical attention for heart 
diseases. 


The reports of the draft boards during 
the World War revealed that 4% of the 
boys were rejected on account of heart 
diseases. 


Statistics frcem civil life present com- 
parative figures which permit concluding 
that approximately four million people are 
affected with organic diseases of the heart. 
Fourteen per cent of total deaths in the 
registration area of the United States re- 
sult from heart disease. Not less than two 
hundred thousand deaths from the same 
cause, ceccur annually in this country as a 
whole, and this number is increased by not 
less than ten thousand each year, causing 
an appalling mortality of one death in 
slightly less than every five from all causes 
whatsoever, in persons of forty years or 
older; and one death in about every eight 
of the tctal deaths from all causes at all 
ages. 


These figures reduced to more compre- 
hensive terms, disclose the fact that every 
three minutes during the tweniy-four 
hours, a death results from heart disease 
in the United States. 


In the State of Mississippi for the year 
1923 heart disease as a cause of death is 
a close second only to tuberculesis in all its 
forms. Six-one-tenth per cent. of the total 
deaths reported to the State Board of 
Health died of heart disease. 


The causes of heart disease are numer- 
ous, but rheumatism leads the list, followed 
closely by such diseases as scarlet fever, 
diphtheria, infected tonsils, and teeth, and 
cryptic foci. According to Cabot of the 
Massachusetts General Hospital, the three 
main causes of heart diseases are rheuma- 
tism, which he places at 40%, hypertension 
40%, and syphilis 12%. 


In order to give some of the rarer 
causes of heart disease, a simple classifi- 
cation is made and the causes under each 
enumerated. 





HARVEY—Incidence and Causes of Heart Diseascs. 


Palpitation is a common complaint of 
the hysterical and neurasthenic. It may 
occur during puberty, menstruation, and 
menapause. Fright always, tea, coffee, to- 
bacco and a2icohol sometimes causes palpi- 
tation. But of a more serious nature, is 
palpitation due to organic disease of the 
heart. 


The arrythmias are produced by any 
condition which decreaces the conductivity 
or increases the irritability of the bundle 
cf His, or “The Pacemaker.” Deficient 
contraction and the extrensic nerves also 
give irregular hearts. Such conditions may 
be found in the debilitated and neuras- 
thenic. Toxic agents, as tea, coffee, and 
tobacco, and the poisons from the infec- 
tious diseases are causes of irregularities. 
Flatulence and high blocd-pressure are 
sometimes etiological factors. Organic dis- 
ease of the myocardium often produces an 
irregular pulse. 


Fibrillation is not an uncommon func- 
tional disturbance, auricular fibrillation 
being the commcnest one. The most com- 
mon etiological factor is mitral stenosis. 


Tachycardia is found after any emo- 
tional disturbance, violent exercise, during 
most of the fevers, and sometimes during 
menapause. 


Bradycardia is physiological in those 
whe have inherited the condition, and in 
women during labor. It occurs during con- 
valescence from the acute infectious fevers, 
also, in cancer, jaundice, emphysema, and 
nephritis. With some individuals toxic 
agents, as tobacco and coffee, instead of 
increasing the heart, slows its action. In 
anemias, chlorosis, diabetes, apoplexy, 
epilepsy, and tumors of the brain we find 
a slowing of the heart. 


Heart block, the last of the functional 
disturbances, is caused by arterio-sclerosis, 
syphilis and digitalis. It is sometimes met 
in the neurotic. 


Hypertrophy, which involves the whole 
heart, cr one or more of its chambers, has 
its etiology in disease valves, pericardial 

















adhesions, sclerotic 


myocarditis, over 
action, arterio-sclerosis and high blood- 
pressure. 


Dilataticn results from any condition 
which increases the pressure within the 


cavities, or causes weakness of the mus- 
cular walls. It results from the same 
causes as hypertrophy, but is more likely 
to prevail when the nutrition of the heart 
muscle is seriously impaired, or when the 
strain is very sudden and severe. Thus, 
violent physical exertion in persons out of 
training may cause acute dilatation, even in 
the absence of any degenerated changes in 
the myccardium; and this condition may 
also occur in the course of acute infectious 
diseases, if retrograde changes develop in 
the myocardium, even though the intracar- 
diac pressure is not increased. Anemia, 
chlorosis and other states of general mal- 
nutrition not rarely lessen the tonicity of 
the heart muscle to such a degree that 
simple dilatation ensues. 


The etiology of acute cardiac insuffici- 
ency may be wounds of the heart, rupture 
of the valves, rapid effusions into the peri- 
cardium, access of air into the chambers 
of the heart, large thrombi in the cavity of 
the heart, sudden interference with coro- 
nary circulation, mechanical interference 
with the heart, acute infections, as diph- 
theria, certain drugs, as pilocarpin, and 
stimulation of the vagi nerves. 


Chronic cardiac insufficiency may result 
from diseases of the heart muscle, from 
diseases of its valves, from diseases which 
affect the vascular fields of the efferent 
arteries, as asthma, chronic bronchitis, em- 
physema, from over-exertion, from poison 
such as alcohol, from adherent pericardium, 
and from exophthalmic goitre. 


Acute endocarditis is rarely primary, but 
is more often secondary and fortunately 
more often simple than malignant. The 
acute simple endocarditis is probably 
always secondary to an infectious process 
elsewhere in the body. By far the most 
frequent cause of the disease is acute 
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rheumatism, the etiology of which is still 
undetermined. The frequency of endocar- 
carditis in rheumatism has been estimated 
from 40 to 50%. The mitral valve is the 
one most frequently affected, the valves of 
the right heart usually escaping. Chorea 
is the next most important cause. Other 
common causes which are related more or 
less to rheumatism, as acute tonsilitis and 
focal infection, may also produce simple 
endocarditis. Pneumonia, septicemia and 
the exanthemata are responsible for a cer- 
tain number. Acute gonorrhea is an occa- 
sional cause, though it is usually malignant. 
The terminal infection in chronic nephritis 
carcinoma, tuberculosis and diabetes may 
be an endocarditis. 


Malignant endocarditis is observed most 
frequently in persons between 30 and 45 
years of age, and is uncommon in children. 
Lowered vitality from overwork, alcohol- 
ism, debilitative diseases, etc., seem to 
exert a predisposing influence. In a large 
majority of cases the disease is secondary 
to septicemia from open wounds, puerperal 
fever, erysipelas, gonorrhea and pneumonia. 
Less frequently it occurs in the course of 
a specific fever, as scarlatina, diphtheria, 
measles or influenza. Occasionally it is 
associated with furunculosis, or focal sup- 
puration in the middle ear. 


Chronic endocarditis may be primary or 
secondary and is surprisingly frequent. At 
autopsy in several hospitals in Germany 
from 4 to 9% were found to have chronic 
endocarditis. It results from high arterial 
tension, as a sequel to acute endocarditis, 
certain poisons, as lead and alcohol, from 
syphilis, gout, specific fevers and pro- 
longed muscular exertion. 


Chronic valvular disease—this term is 
applied to all chronic conditions of the 
valve cusps, or of the tissues adjacent to 
them which give rise to a stenosis or an 
incompetency of the valves. The lesions 
are brought about in various ways and 
sometimes more than one cause is opera- 
tive. In more than one-third of all cases 


and at least three-fourths of the cases in 
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children and adolescents the changes are 
traceable to an antecedent acute endocar- 
arditis, the result of rheumatism, chorea, 
tonsilitis or some other acute infection. 
Not rarely a local focus of septic infection 
in the tonsils, gall bladder, Fallopian tubes 
or elsewhere give rise to recurring attacks 
of acute simple endocarditis which ulti- 
mately result in , permanent structural 
changes in the valves. Syphilis is an im- 
portant factor after middle life, also arte- 
rio-sclerosis and chronic nephritis. Rela- 
tive inccmpetency is due to chronic myocar- 
dial diseases. A small proportion of cases 
are congenital. Finally in rare instances 
one of the valves, usually the aortic is rup- 
tured as a result of sudden physical strain 
or trauma. 


Conclusion. 


It is readily seen that cardiac diseases 
are extremely common, the greatest single 
cause of death today. While the causes are 
numerous the main ones are only a few. 
And in order to make this a safer place in 
which to live Prevention and not Treatment 
is the basic factor in heart diseases. 





APPENDICITIS IN THE LATTER 
WEEKS OF PREGNANCY.* 


(Case Report.) 
E. A. FICKLEN, M. D., 
NEW ORLEANS. 


The development of acute appendicitis 
in the latter weeks of pregnancy is a com- 
paratively rare occurrence. DeLee reports 
that he has observed four such cases in the 
thirty years of practice, and in Baude- 
locques Clinic one case was found to each 
11,497 admissions. Favreau and Chatput 
state that a collection of statistics gives 
approximately one case in 10,000 pregnan- 
cies. Mestivier reported a probable case in 
1759, but it was not verified, as appendi- 
citis was, of course, not recognized as a 
clinical entity at that time. Hancock, in 
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1848, in an address to the Clinical Society 
of London, stated that he had drained an 
abscess in the cecal region seven days after 


a five months miscarriage. Kirn, in 1885, 
performed an autopsy on a case that had 
developed a fulminating appendicitis at the 
end of gestation. The perforated appendix 
was found adherent to the uterus. In 1894 
the first case was operated on by Munde. 
Up to 1902 only thirty-one cases had been 
collected by Boje of Helsingfors, but by 
1910 the medical literature of Europe, the 
United States and Canada, contained re- 
ports of 500 cases. Findley in 1912 re- 
ported fifteen personal cases, five of which 
occurred during the puerperium, one dur- 
ing labor, and the rest during pregnancy. 
‘Ten were severe, and of these 7 recovered, 
and three died. One fatal case refused 
operation. 


According to Heineck “During gestation 
every type of appendicitis may occur—ad- 
hesive, catarrhal, gangrenous, ulcerative, 
obliterative, perforative, and suppurative.” 
There is no argument on the score of the 
different types of appendicitis encountered 
during gestation, but in running cover the 
literature one is struck by the divergence 
of opinion as to treatment of the different 
authors. It is well known that a large 
percentage of women suffer with right 
iliac pain, with or without other symptoms 
of appendiceal disease, during pregnancy. 
What particular syndrome justifies opera- 
tive interference, and under what circum- 
stances are we justified in waiting? As 
will be mentioned later, the stage of preg- 
nancy is a definite factor to be considered. 
During the first four months tlie problem 
is similar in the gravid and the non-gravid. 
After that time, due largely to mechanical 
changes, appendicitis is apt to run a more 
severe course, and operation is a more for- 
midable procedure. To illustrate my stand- 
point, six cases have been personally seen 
within the past twelve months who showed 
definite evidences of appendicitis, probably, 
most of them, the mild recurrent catarrhal 
type, during pregnancy. One, here re- 
ported, was operated on, one has had three 
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brief attacks during this pregnancy, and is 


under observation. One delivered, but had 
a stormy puerperium. One had an un- 
eventful delivery, but has had a subsequent 
attack, and will be operated on later. The 
fifth delivered a month ago, having had 
three attacks during the pregnancy, and 
one before, and the sixth suffered from 
chronic appendicitis before this pregnancy, 
and is now in her fifth month, having had 
one attack. Such cases are duplicated in 
every cbstetric practice, and are picked at 
random. It is my opinion that if the pain 
is not excessive, if there is only moderate 
nausea, if the leucocyte count and the 
neutrophile percentage remain low, and 
especially if the symptoms begin to abate 
within three or four hours of the onset, 
conservatism is justified. The general ap- 
pearance of the patient, the amount of 
rigidity, the degree of tenderness, the 
viability of the fetus, are all to be taken 
into consideration. 


The opinion here expressed is by no 
means universally accepted. Heineck says 
“Pregnancy is an additional indication for 
operation in appendicitis.” Cocke and 
Mason state that they are entirely opposed 
to the teaching that in the latter months 
of pregnancy operation should be reserved 
for suppurating or perforated cases, and 
that patients are given a better chance of 
reccvery if early removal precludes the 
danger of perforation or gangrene. Dr. 
Curtis, of Chicago, believes that every ac- 
tively diseased appendix should be removed 
without regard to the stage of pregnancy. 
Murphy, of Chicago, discussing Findley’s 
paper, asked “If we can diagnose the con- 
dition, what is the excuse for waiting?” 
DeLee thinks that in case of doubt it is 
safer to operate. Unquestionably both 
conservatism and radicalism may be car- 
ried to a dangerous degree in unskilled 
hands, but it is only fair to put in a plea 
for protection of patients against hasty 
Operation and its attendant dangers. It 
cannot be tco clearly emphasized that the 
more severe the case, the clearer the diag- 
nosis. Chronic appendicitis, mild catarrhal 
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appendicitis, - obliterative appendicitis, in- 
vasion of the appendix by intestinal para- 
sites—would these justify operation during 
pregnancy? Can any of us be sure until 
after the exploration that any of the above 
diagnoses are tenable? Is a phrophylactic 
appendectomy. during pregnancy ever a 
correct surgical procedure? An affirmative 
answer would sound too much like a man- 
ifestation of the furor operandi. 


The length of this paper does not permit 
full discussion of the effect of chronic 
appendicitis cn the female generative or- 
gans. Suffice it to say that it is contended 
that inflammation of the appendix may 
spread to the ovary, tube, or parametrium, 
by direct extension, or continuity, through 
the lymphatics, or by way of Clado’s liga- 
ment, and that sterility, sub-involution, and 
uterine inertia have all been ascribed to 
disorders of the appendix. It is even 
thought that adhesions in this region may 
hinder the emergence of the uterus from 
the true pelvis. 


Diagnosis: In typical cases the first 
symptom ig a vague abdominal pain, first 
felt in the region of the umbilicus, and 
later in the right iliac region. Nausea and 
vomiting soon follow. The point of great- 
est tenderness is above and to outer side 
of McBurney’s point, but may be median. 
The temperature is low during the onset, 
and the pulse-rate is not necessarily 
changed. The fetal movements are always 
more noticeable, both to the patient, and 
tc the examiner. Later the rhythmic con- 
tractions of the uterus are increased in 
frequency and intensity. Leucocytosia is 
soon- marked, with a high neutrophile per- 
centage. A careful search must be made 
for signs of infection of the right kidney 
and ureter, and the previous history of the 
case reviewed to eliminate adnexal disease. 
In latter pregnancy bi-manual examination 
is nct satisfactory, as the suspected organs 
lie beyond the reach of the fingers in the 
vagina. DeLee states that most mistakes 
are made with ureteritis and ureteral stone. 
Pyelitis with a blocked right ureter, except 
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that it is usually ushered in with a chill, 
would be difficult to distinguish without 


catheterization of the right ureter. If rou- 
tine examinations of the urine have all been 
negative for pus, this possibility could be 
igncred. Cholecystitis, pancreatitis, intes- 
tinal obstruction, torsion of the pedicle of 
an ovarian cyst; all merit’ consideration. 
Eclampsia frequently starts with epigastric 
pain, but the blood pressure and the urin- 
ary findings, combined with the eye symp- 
toms, and, later on, convulsions, render this 
differentiation easy. 


There will always be a certain number 
of cases in which the diagnosis is in doubt 
until the abdomen is opened, but an ex- 
ploratory operation does no harm if a con- 
dition amenable to surgery only is encoun- 
tered. The operator for this especial 
reason must be on his guard against non- 
surgical affections of the genito-urinary 
tract. This problem is not peculiar to the 
differential diagnosis of appendicitis in the 
gravid woman, but is common to the dif- 
ferential diagnosis of right-sided abdominal 
pain in general. Stress is laid on it here 
simply because an exploratory operation is 
not to be lightly undertaken in the latter 
months of pregnancy. 


Illustrative cases: In a case reported 
by Wallace, the onset of appendicitis was 
thought to be the first stage of labor, and 
operation was deferred forty hours. <A per- 
forated appendix was removed. 


In Grattan’s case of gangrenous appen- 
dicitis coincident with labor, the first 
“symptom was epigastric pain. A little later 
the pain was localized in the right iliac 
fossa, and at the same time, dilatation of 
the cervix, associated with intermittent 
pains, indicated the onset of labor. Opera- 
tion after 72 hours disclosed a gangrenous 
appendix. The child was lost. 


Cocke and Mason report a case in which 
persistent and severe vomiting, associated 
with abdominal pain, was complained of 
three weeks before the expected confine- 
ment. 


The vomitus contained bright red 








blood. The maximum temperature was 
99.2. An acutely inflamed appendix was 
removed on the third day. 


Favreau and Chaput treated a 2-para 


who had violent pain in the right flank 
during the six months of pregnancy. There 
was no muscular rigidity, and the tender- 
ness was diffuse. The pains subsided on 
the fifth day, and a purgative was given. 
The temperature then rose to 102, and the 
pain returned. Still there was no vomiting. 
A fluctuating mass was felt in the cul-de- 
sac, and colpotomy released 500 c.c. of foul 
pus mixed with gas. They account for the 
atypical symptoms in this case by report- 
ing it a case of pelvic appendicitis. It is 
easy to suppose that acute inflammation in 
an appendix that has dropped into the 
small pelvis, and has been held there by 
adhesions, might cause symptoms that 
would defy positive diagnosis. 


Treatment: Immediate operation in se- 
vere cases is urged by all observers.- Find- 
ley, quoting the statistics of Wagner, 
affirms that the mortality of non-operated 
severe cases is 77%, against 6.7‘c in cases 
of all grades of severity in which operation 
is performed within 48 hours of the onset 
of symptoms. Untreated cases may go on 
to the formation of an abscess in the cul- 
de-sac, as illustrated in two cases reported 
by Rider. In these drainage through the 
rectum was successful, and pregnancy was 
not interrupted. Opinion is still divided as 
to when a cesarean should or should not be 
performed. Up to the end of the fourth 
month, laparotomy is comparatively well 
borne by the pregnant woman. Abortion 
need not be feared unless there is consid- 
erable manipulation of the tubes or ovaries, 
or unless there is high fever accompanied 
by toxemia. Witness the numerous cases 
of fibroids removed without terminating 
pregnancy. For this reason, appendectomy 
may be done up to the fifth month by the 
same technique whether the woman is 
gravid or not. Unless there are extensive 
adhesions, or suppuration is present, abor- 
tion is unlikely. After this period, Hirst 
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advises a median incision, lifting the uterus 
out of the abdominal cavity to facilitate 
removal of diseased structures. If it is 
necessary to lift the uterus out of the 
eavity after the seventh month, he advises 
emptying it by cesarean secticn before it is 
replaced. He advocates amputation of the 
uterus if dranage is necessary. Ross, of 
Indianapolis, said that he would certainly 
not empty the uterus by cesarean section in 
the presence of a ruptured appendix. 
Heineck believes that “Every effort should 
be put forth to prevent miscarriage. In- 
terruption of pregnancy is nct indicated, 
as it increases the danger.” 


DeLee, in his latest edition, gives the 
consensus of opinion as to the type of oper- 
ation. Briefly, it is this: In the presence 
of wide-spread infection, amputate the 
uterus, and drain from below. This is safer 
for mcther and child. If the appendix is 
merely acutely inflamed, the pregnancy is 
not to be terminated, since it may go to the 
term. If there is localized abscess forma- 
tion, it is bect simply to drain, and allow 
firm adhesions to form. Rest and morphine 
are to be used as much as possible to defer 
premature delivery. He says that Kronig 
advises drainage of abscess, cases followed 
by vaginal cesarean section, which in turn 
is followed by inspection of the abscess 
cavity. Any breaks in the wall are to be 
closed by fine suture. He does not endorse 
this advice, and it is doubtful if the aver- 
age surgeon cculd be persuaded of the ad- 
visability of vaginal cesarean section under 
such circumstances. 


The escape of cloudy serum as the peri- 
toneum is opened is a constant phenome- 
non encountered when operating on ful- 
minating appendicitis. It does not mean 
wide-spread infection, and is not an indi- 
cation fcr drainage, nor for radical cesa- 
rean section. 


The following case is an example of the 
typical clinical picture, both as to onset 
and post-operative progress: 


Mrs. H. E., aet. 34. One child 15. Two months 
abortion 8 years ago, said to have been spontaneous. 
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No serious illness. Has always suffered from dys- 
menoorhea. General physique slight, but free from 
organic disease. She had suffered greatly from 
nausea and nervousness during her previous preg- 


nancies. The expected date of confinement was 
Feb. 10, 1925. She reported to me when six weeks 
pregnant complaining of constant nausea. She 
ascribed tenderness on the right side of the abdo- 
men to ovarian trouble of four years duration. 
Examination by a gynecologist was negative, ex- 
cept for a doubtful finding of induration of the 
uterus. There had been no definite attacks of 
pain, no nausea nor vomiting, but obstinate 
constipation. 


When six months pregnant, she had a hard at- 
tack of right iliac pain, with one degree of fever. 
She was confined to bed for two days. No blood 
count was made. The urine was negative. After 
a few hours of collicky pain there remained only 
slightly increased tenderness. Mild sedatives were 
sufficient to make her comfortable. There was 
never any rigidity of the abdominal muscles. One 
month later she had a similar attack, but without 
fever, and remained in bed three days. Again 
simple sedatives were given, and the peak of the 
attack passed quickly. She did not seem to be 
seriously ill in either attack, and operation was 
not urged. The blood-pressure during the preg- 
nancy ranged from 110 to 115. 


Dec. 19, at which time the pregnancy was 
approximately 7 1/2 month advanced, I was called 
at 2 a. m. She was suffering acutely with pain 
over the entire abdomen, more marked on the 
right side. The fetal movements were much more 
active than usual, and added greatly to her dis- 
comfort. She was given morph. gr. 1/4 with only 
temporary relief. There was moderate rigidity 
of the entire right side of the abdomen. The tem- 
perature was normal. Her husband was not in 
the city, and delay did not seem dangerous, as 
he was expected back shortly, and as two previous 
attacks had subsided so quickly. The next day 
the symptoms were intensified. Nausea was per- 
sistent, and there was occasional vomiting. She 
complained bitterly of pain caused by the move- 
ments of the fetus. She was extremely nervous, but 
did not seem to be ill. The respiration was 20, the 
temperature reached a maximum of 99, and the 
pulse remained below 100. She was constipated. 
There were no bladder symptoms. 


Dec. 21, the third day of illness, a blood count 
was made. This showed 22,000 leucocytes with 
92% neutrophiles. The husband returned, and 
she was carried to the hospital at once. On admis- 
sion the temperature was 98.8, and her general 
condition was the same as the day before. The 
bowels had not moved since the beginning of the 
attack. No mass was palpable, but there was 
agonizing tenderness above and to the outer side 
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of MacBurney’s point. The urine showed a few 
granular casts, no albumin, and no pus. The 
fetus moved constantly in spite of opiates. 


Under ethylene anaesthesia a six inch incision 
was made. This was carried from just below 
MacBurney’s point upward toward the tip of the 
twelfth rib. The fibures of the internal oblique 
and transversalis were partly divided, and partly 
retracted, to get proper exposure. When the 
peritoneum was opened about two ounces of 
cloudy serum escaped. The proximal half of the 
appendix was atrophied, but the distal half was 
acutely inflamed, cherry red, and adherent to the 
tube and to the uterus. Removal by the usual 
technique would have been easy except for the 
presence of the uterus. In spite of continuous 
traction on this organ with pads, the appendix 
lay at the bottom of a deep crevasse, with the 
uterus on one side and the iliac fossa on the 
other. A median incision with eventration of 
the uterus would have reduced the time of oper- 
ation greatly, but if subsequent cases are encoun- 
tered, the patient will be placed on the left side 
so that gravity will help to clear the field. The 
wound was firmly closed without drainage. There 


was no shock, though the operation lasted almost 
an hour. 


Micoscopical report (Dr. Lanford): “The speci- 
men consists of a piece of tissue 5 cm. by 1 cm. 
Attached to the central portion of this is another 
piece of tissue measuring 8 cm. in length by 
3 cm. in diameter. The first piece is rough and 
irregular on the surface, showing many tags of 
fibrous adhesions. The color varies from light 
pink to deep purple. Incision shows it to be hol- 
low. The lument is patent containing a small 
amount of serum. The wall is moderately thick- 
ened. The long piece of tissue also shows many 
tags of fibrous adhesions. It has a thin wall and 
incision shows the lumen to be patent, containing 
a small amount of blood serum. Diagnosis: 
Gangrenous appendicitis,” 


The day after operation the urine showed a 
faint trace of albumin, 2 plus acetone, and no 
pus. There were a few granular casts. 


Dec. 22 there was a slight bloody vaginal dis- 
charge. The cervix was not dilated. The fetus 
was lying in O. L. A. position. No fetal move- 
ments were felt by the patient, possibly because 
she was getting morphine every four hours, but 
the fetal heart sounds were clear. The abdomen 
was distended. The next day the stomach was 
dilated, and there was persistent vomiting of small 
amounts of brown fluid. Gastric lavage was 
necessary Dec. 23 and 24. The pulse remained 
good. Late in the afternoon of Dec. 24, on the 
fourth day after operation, she began complaining 
of low back-ache, and at 6 p. m. there was a 
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bright bloody vaginal discharge. Dilatation was 
complete at 8:50 p. m. and exactly half an hour 
later she delivered a male child weighing 5 lbs, 
7 oz. The child was obviously premature, but 
cried easily and was vigorous. The second stage 
of labor was conducted under ethylene and pro. 
gressed smoothly and rapidly. The mother was 
not allowed to use the voluntary forces. The dis- 
tension persisted even after this, and the duo- 
denal tube was necessary for the next three days, 
Peristalsis was finally re-established after re. 
peated doses of pituitrin and numerous enemas, 
On the fifth day after operation the temperature 
rose from 99 to 101.5, and a heavy colon bacillus 
infection of the wound developed. Free drainage 
was established by the removal of silk-worm gut 
sutures, but there was extensive sloughing of the 
aponeurosis of the external oblique. Fortunately 
no fecal fistula developed, and so far (May, 1925) 
there is no post-operative hernia. 


Dec. 30, the urine was found to be loaded with 
pus cells, and still showed a trace of albumin. 
She felt sufficiently well to go home Jan. 4, but 
promptly developed pyelitis, the attack being 
ushered in by a hard chill, high fever and back- 
ache. She was transferred to a urologist, who 
found both pelves infected. It is interesting to 
note that he also reports a stricture of the right 
ureter at the pelvic brim, the point of closest con- 
tact with the inflamed appendix. 


The baby now weighs over fourteen pounds, 
and shows no ill effect from prematurity. The 
mother, under normal weight, but has been free 
from fever for five weeks, and is regarded as 
almost cured. 


REFERENCES: 


DeLee, Practice of Obstetrics, 3rd. Edition. and ons 
Clinic of North America, August 1921. Heineck, P.. 
Southwest Journal of Medicine and Surgery, August “Weis 
Gore, V. M., Southwest Medicine, August 1924. Favreau 
and Chaput, ‘Le Frogress Medical, March 1923. Hirst, B. £., 
A textbook of Obstetrics. Wallace, C. J. & J. A. M.A. 
64:739, February 27, 1915. Grattan, J. F., S. G. O., 29 :457, 
November 1919. Cocke and Mason, J. < M. A., ‘July 10, 


1920, and discussion of this paper by Curtis Rider, and 
Ross. Findley, Palmer, J. A. M. A., August 24, 1912. 
DISCUSSION. 


Dr. J. F. Dicks (New Orleans): Dr. Ficklen 
is certainly fortunate to report a case of rup- 
tured appendix during the latter weeks of preg- 
nancy. Dr. DeLee, with thirty years of expe 
rience to his credit, reports but four cases; in 
ten years’ epexrience I have not seen one rup- 
tured appendix in the latter weeks of pregnancy. 
In the earlier months of pregnancy, up to six 
months, we do see appendicitis fairly frequently, 
but no more so than in the ordinary run of cases. 
The fact that a patient is pregnant does not, in 
my opinion, predispose to appendicitis. 


The important factor in appendicitis in preg- 
nancy is how to manage these eases. 


My great 
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trouble has been that, if you operate, you bring 


on an abortion. About thirty per cent. of my 
cases have aborted in spite of every care having 
been used not to manipulate too much. My plan 
lately has been not to operate unless absolutely 
necessary, and when you do operate use a local 
anaesthetic and keep your patient well under mor- 
phine for thirty-six hours. 


Dr. E. H. Walet (New Orleans): I have had 
occasion to operate a number of times for acute 
appendicitis in the early months of pregnancy, 
but can recall only one case in the latter months 
(about the end of the seventh month) with acute 
appendicitis. The case was called to my attention 
probably in the middle of the day, and after see- 
ing the patient who had been absolutely well up 
to then, it was easy to make the diagnosis. She 
was immediately sent to a hospital and an emer- 
gency operation performed for acute appendicitis. 
The appendix was about to rupture, very erec- 
tile—I believe it would have ruptured within 
twenty-four hours. I do not remember that my 
patient was very different from the ordinary, or 
the case unusal in any way, except that I con- 
sidered it very fortunate the appendix was ac- 
cessible. As soon as the McBurney incision was 
made it stood up like a finger. I secured a broad, 
gentle retraction and worked in that narrow 
channel, removing the appendix in the usual way 
without difficulty. At the time the blood count 
showed a high leucocytosis and neutrophile per- 
cent. The other cases were at different periods, 
possibly three to four months pregnant. 


While I have not had an enormous amount of 
cases, I have performed a sufficient number of 
operations to lead me to believe that I would not 
hesitate to operate on a pregnant woman any 
more than on a non-pregnant woman, provided 
the diagnosis had been established and did not 
rest between appendicitis and a complication of 
pregnancy, pyelitis, etc. My experience has been 
that all these patients have done well, as well 
as the average case, and made uneventful recov- 
eries. I am not speaking of cases of rupture, 
or about to rupture, nor gangrenous appendicitis. 
While I did not use local anaesthetize, I believe 
existing conditions are the best indication of the 
anaesthetic to be employed. Were another case to 
come under by observation, I would operate as 
early as possible, feeling that the earlier you oper- 
ate the less advanced the pathology and the better 
chance for an uneventful recovery. 


Dr. Walter E. Levy (New Orleans): As a 
rule, I am opposed to the asinine custom of con- 
gratulating the essayist, but I think Dr. Ficklen 
deserves to be, as he has brought out something 
tonight that is really worth while. Acute appen- 
dicitis in the latter weeks of pregnancy is rare, 
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and I have not had, or seen a case at Touro or 
elsewhere. The points Dr. Ficklen brings out in 
regard to the difference between appendicitis and 
pyelitis are well taken. We have had five cases 
sent to our service with a diagnosis of appendi- 
citis complicating pregnancy and the whole five 
were cured by ureteral catheterization, thus es- 
tablishing the diagnosis of pyelitis. The point 
is not when to operate, but when not to operate. 
To be reasonably sure, one must be absolutely 
sure of diagnosis. The fact is that the pregnant 
uterus rotates to the right, due to the sigmoid 
on the left side; as the ureter crosses the brim 
of the pelvis, at this point, the pregnant uterus 
may cause a temporary stricture or blocking of 
the ureter. Now, what more do we want as a 
cause for right-sided pyelitis? As we have 
stasis, heat, moisture, and protein decomposi- 
tion—the ideal environment and nidus for bac- 
terial growth. And you do get pyelitis, as a 
right-sided pyelitis does occur in many cases of 
pregnancy. With further reference to the differ- 
ential diagnosis: virtually all cases of pyelitis are 
similar, temperature and chill, leucocytes 15,000, 
and the differentials count over 85%. I think 
that tallies with the high leucocyte count men- 
tioned by Dr. Ficklen. 


The point I wish to stress is, that in the great 
temptation to go in, and operate, be sure you are 
not dealing with pyelitis. 


Dr. A. Mattes (New Orleans): When there is 
right sided pain in pregnancy and the diagnosis 
of appendicitis has been made there are but two 
alternatives, either rest treatment is indicated, or 
surgical treatment. In regard to right ureteral 
infection, Dr. Ficklen mentioned that right ure- 
teral ¢onditions were excluded in all his cases, and 
as his subject is appendicitis of pregnancy and 
not pyelitis, renal conditions could very well be 
omitted from the discussion. However, it is to 
be remembered that pyelitis does occur and there 
are times when an error is made in diagnosis. 
The fact that urinalysis proves negative is no 
evidence that there is no infection on the right 
side. Recently I saw in consultation at the 
Charity Hospital a woman in her six months of 
pregnancy having right sided pain. From cystos- 
copic examination very little information was ob- 
tained. The urine from right and left sides was 
negative. There was no evidence of retention. 
She was diagnosed as having appendicitis. After 
several days of rest treatment I was asked to make 
a cystoscopic examination and ascertain if there 
was any right kidney or ureteral condition 


present. A second cystoscopic examination showed 
the presence of stasis in right ureter and pelvis. 
An excess of fluid was aspirated from the right 
pelvis. Colon bacilli and staphylococci were noted 
Pyelogram and 


in bladder and kidney urines. 
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ureterogram showed a dilated pelysis, dilatation and 
constriction of the ureter with some ptosis at the 
kidney and a definite angulation at the uretero 
pelvic junction of the ureter. This case did not 
have appendicitis, but angulation of the ureter, 
ptosis of the kidney and secondary infection of 
the renal pelvis. In many cases of pyelitis there 
is back pressure in the ureter with accompanying 
stasis and in some cases more or less complete 
retention. These cases require several examin- 
ations and treatment to properly exclude the pres- 
sure of an associated appendicitis. The urine may 
be negative, and the symptoms produced simulate 
appendicitis. However, I did not arise to dis- 
¢iiss appendicitis versus pyelitis, but merely to 
state that pyelitis as well as right renal stasis 
will occasionally give symptoms that cannot be 
differentiated from appendicitis in pregnancy un- 
less careful examinations have been made. 


Dr. H. E. Bernadas (New Orleans): Dr. Fick- 
len operated on this case. I would like to ask 
him if he had seen any case where the inflam- 
mation had extended to the ovary? I had a case 
in the fifth month of pregnancy, and on opening 
the abdomen the surface of the ovary on that 
side was quite inflamed and adherent, the ap- 
pendix was removed simply because I was in—it 
did not have the appearance of being diseased— 
yet, on opening it, there was about one drahm 
of loose pus within the lumen. 


I wish to emphasize the use of morphine to 
keep the patient from aborting. 


Dr. J. S. Hebert (New Orleans): I wish to 
say just a few words which may account for 
another source of pain in the region of the ap- 
pendix in pregnant women. A positive decidual 
reaction in the appendix has recently been dem- 
onstrated. Might not this congestion account for 
a certain amount of pain in some cases? 


Dr. E. A. Ficklen (closing): It has also been 
pointed out that transplants of endometrial tissue 
have been found in the appendix. This may ac- 
count for the frequent coincidence of appendicitis 
and menstruation. The case cited by Dr. Ber- 
nadas, in which an acute ovaritis was associated 
with suppurative appendicitis, was probably an 
illustration of the spread of infection from the 
appendix to the right ovary by way of the appen- 
diculo-ovarian ligament. One case was observed 
by me, in which a ruptured early tubal pregnancy, 
with pelvic peritonitis, was diagnosed as a rup- 
tured appendix. No distinction could have been 
made before the abdomen was opened. 

It has been pointed out with justice that an 
examination of a catheterized specimen from the 
bladder is not always sufficient, and that cathe- 
terization of the right ureter is sometimes neces- 
sary for accurate diagnosis. 


GAUDET—Radical Frontal Sinus Operation. 


Various theories have been advanced to explain 
the development of appendicitis during pregnancy, 
The upward dislocation of cecum, obliteration of 
the lumen of the appendix by pressure, and the 
constipation of pregnancy, have all been noted, 
Against these theories is the fact that acute 
appendicitis during pregnancy is rare. 





RADICAL FRONTAL SINUS 
OPERATION,* 

LUCIEN SYDNEY GAUDET, M.D., 
NATCHEz, MIss. 


The circumstances which prompted me 
to write this paper and state my experi- 
ences in Radical Frontal Sinus operations, 
is of more than passing interest. 


While attending one of the large clinics 
last year, several Otolaryngologists were 
gathered together, of whom the most may 
be called nationally known, were discussing 
different things of interest to them, when 
the question of Radical Frontal Sinus oper- 
ations was brought up. 


One of them, a good friend of Dr. Lynch 
of New Orleans, mentioned his work 
(Lynch), and the good results that had 
been obtained, when the question was 
brought up by another one, who was not 
familiar with his work, I am sure, of the 
great number of orbital complications that 
must necessarily follow, as a result of so 
much ocular manipulation, and in a way 
was «keptical of the results obtained. He 
would have seriously doubted these if Dr. 
Lynch had not been a man of such unques- 
tioned reputation. 


Naturally standing near enough to hear 
this conversation, and Dr. Lynch having 
been my instructor and advisor in this 
work and having had the great privilege 
of assisting him in several cases of this 
operation while I was Resident Surgeon of 
the Senses Hospital in New Orleans, I ad- 
vanced and volunteered the information 
that the operation was a success in every 





*Read before Mississippi State Medical Asso- 
ciation, Biloxi, May 12-14, 1925. 
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way, and all that the surgeon and patient 
could desire. 


The Lynch operation is not only a suc- 


cess, but has many advantages, the fore- 
most of which, is that there is no defor- 
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mity, a complete cure, and the ability in 
ethmoid work to reach certain ethmoid 
cells extending well above and back of the 
orbit, that never could be reached intra- 
nasally. In other words this Radical Fron- 
tal Sinus operation gave birth to a more 
radical ethmoid operation, than could be 
obtained by any other method, according 
to my judgment. 


This work and operation I wish to bring 
before you today. 


It may be well before proceeding to re- 
view some of the anatomical considerations 
of the frontal sinus region. 


The frontal sinuses are two cavities sit- 
uated within the body of the frontal bone 
lying between the inner and outer tables 
and back of the superciliary ridges or 
eminences. The floor forms part of the 
roof and inner margin of the bony orbital 
cavity. The widest portion represents the 
flcor and gradually narrows upward as the 
inner and uter plates come _ together, 
They originate about the seventh year, as 
an extension of the anterior ethmoid cells. 
They lie in close contact with the frontal 
lobes posteriorly, the orbital cavity con- 
tents below, and to the inner sides with 
the nasal cavity and the anterior group of 
ethmoids, through which pass the naso- 
frontal duct or canal. 


From the above deductions it is a well 
established fact that variations as to num- 
ber, size, shape are extremely frequent. 
They may run from 1 to 4 in number, from 
6 to 16 c.c. in size, and from a small pea to 
the outer edge of the orbital ridge and up 


to the scalp margin, assuming regular and 
irregular shapes and forms. 


The reason or cause of this is found in 
the embryologic development and the sub- 
sequent pneumatization that takes place. 
As a rule, the larger the sinus the thinner 
the walls. There always exists the septal 
wall, which may be thick or thin, and some- 
times found perforated from disease, when 
multiple. 


The size, shape and outlines of the fron- 
tal sinus are of great importance from the 
surgical standpoint, and the topography 
must be well established and studied by 
skiagraphic plates before any operative 
procedure is attempted. 


For further anatomical consideration, 
the writer refers you to any of the text 
books on Anatomy, and especially Shaeffer 
and Skillern, as they go into it very 
extensively. 


Neither will I take up your valuable time 
with the etiology, pathology, symptoms, 
treatment non-surgical, etc., but will go 
into the operative detail. 
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We have all of us, I presume, done some 
of this work on frontal sinuses, seen the 
results of the varied operative procedures, 
some with deformity, some uncured, and 
some not satisfactory to the operator or 
patient either. 


Of the operation I am going to talk to 
you about, I am only sorry or rather happy, 
in a way, that I have only 3 cases to pre- 
sent, but they present 100% results to the 
surgeon himself, and the utmost satisfac- 
tion to the patient who was operated on, 
for only last month I examined each of 
these three cases I report, and they were 
all satisfied and happy and the results were 
all that any operator could ask for. I was 
fortunate in getting recent photographs of 
the cases, which are included with this 


paper. 


Looking over the past we see such oper- 
ations for frontal sinus described as Kil- 
lian, Goode, Hale, etc., intranasally, and 
such as Ogston, Luc as far back as 1884, 
Kunts, Jansen, Riedel, Lathrop, Killian, 
Hajek, Beck, etc., extra-nasally, in which 
Killian’s has been the most popular. 


From these different operations, surgery 
has made many advances until the present 
stage has been reached. Jansen, Reidel, 
Killian removed a part of the orbital sinus 
wall or floor, but also removed portions of 
the outer plate. Knapp removed a part of 
the floor of the sinus floor at the nasal 
side. 


In the Lynch operation the Knapp oper- 
ation was continued to the point where all 
of the floor of the sinus was removed to the 
remotest outlying edge, thereby converting 
the orbital and sinus cavities into one large 
cavity, just as we convert the mastoid an- 
trum and the external auditory canal, and 
middle ear into one large cavity in the 
radical mastoid operation. 


The success of this operation, however, 
is not attributable to the above alone, but 
to the extreme care in the preparation of 
the patient, and a technique perfectly de- 
veloped, and carried forward step by step. 


GAUDET—Radical Frontal Sinus Operation. 


Dr. Lynch demonstrated this operation 
in 1920 before the A. M. A., and it is fully 
described in his reprints, and also on page 
289 of the April, 1925, number of the 
Southern Medical Journal. 


Patients must be fully prepared as for 
any other major operation and should be 
hospitalized several days before the work 
is done and proper attention given to the 
nasal and oral cavities. 


Ether is always the anaesthetic of choice 
and a 3% solution of iodine should be 
applied to the nasal cavities of both sides, 
gums, teeth, etc., just before proceeding. 


Then an application of alcohol ether and 
tincture of iodine is thoroughly applied to 
the skin surface to the very edge of the 
eyelids, after which alcohol is applied and 
the iodine carefully removed. 


A post nasal plug is necessary, after 
which the eye on the side to be operated 
on is given some attention. I prefer to 
use argyrol 10% and then wash it out with 
sterile water. 


The incision is made through the brow, 
being careful that the eyebrow is not shaved 
previously, starting at the supra-orbital 
notch, extending towards the nose to the 
side and downward following the incision 
route as outlined by Killian or Knapp. 
This incision is not made to the periosteum 
the first time, but we gradually go deeper 
and deeper to check hemorrhage as we go, 
because the bleeding at times is quite ex- 
cessive and troublesome, and much time 
lost. In making this incision, it is 
wise to make small cross cuts at intervals 
along the route the incision will follow, to 
later bring a proper co-aptation of the tis- 
sues when finally closing the wound. 


I find it best to stop and tie off the bleed- 
ing points with fine catgut as we go along. 


Finally as the periosteum is reached, it 
is cut through, and carefully it is elevated 
from the lower or eye margin of the wound, 
being very careful not to tear through into 


the orbital tissue or fat. 
is never elevated. 


The upper side 
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When the floor of the sinus is exposed, 
a small chisel and mallet is used to make 
an opening into same towards the nasal 
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side. This can be enlarged with a rongeur 
forceps now to allow careful exploration 
and measurements with a prcbe, co as to 
get the proper dimensions of the sinus. 
The probe also helps to tell the condition 
of the wall, etc., before proceeding further. 
If the probe shows that the sinus extends 
outward farther than the supra-orbital 
notch, the incision first made is extended 
outward as far av the sinus measurements 
show. By doing this we have more room 
to work towards the outer angle of the 
sinus. 





The floor is then removed as completely 
as pcssible with chisel and forceps, prefer- 
ably the biting forceps, being careful to 
hold the orbital contents outward and down- 
ward out of the way, with catgut sutures 
or metal retractors, being careful that the 
assistant does not make undue retraction 
or pressure on the eyeball. Here I may say 
that sometimes in elevating the periosteum 
at the bridle of the superior oblique or ele- 
vating the lacrymal sack, there is some dif- 
ficulty on account of the strong adherence, 
but with painstaking and careful work this 
I have found to be of only moderate dif- 
ficulty. 
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After the sinus is exposed I find the 
Coakley curettes answer my purpose, and 
in very small corners, I use the Yankauer 
eustachian curettes satisfactorily, as they 
seem to get the small shreds of mucous 
membrane that may be left behind, and 
have the advantage of cutting in every 
direction. 


After this is done to my satisfaction, I 
pack this cavity lightly with gauze soaked 
in iodine, and squeezed moderately dry, 
and leave same there while I give my at- 
tention to the ethmoid region. This gauze 
sterilizes the cavity, and stops all bleeding 
or oozing that may take place, but most of 
the time there is only a little. 


The ethmoids are easily reached begin- 
ning with the anterior ones, and those 
extending over the orbit if any, working 
your way back to the posterior ethmoids, 
until you reach the sphenoid cavity. The 
ostium comes easily into view, is enlarged, 
and you have the full view of the cavity 
before you. I always make it a habit to 
probe carefully the sphenoid through this 
epening before introducing the curette, for 
any soft spots, that may or may not be 
pulsating, as we may get into dangerous 
parts, if through dehiscence or thin walls, 
we should get into the cavernous sinus or 
internal carotid artery, as they both lie 
adjacent to the sphenoid. I usually try and 
grasp the membrane and peel it out with 
forceps, and cften it peels out nicely, or if 
we must curette, do so downwards and to- 
wards the center. This route has certainly 
given me chance to do my best sphenoid 
work so far. After this I usually take a 
biting forceps and smooth off the uneven 
edges, and remcve parts that the curette 
did not take away, and pack these parts 
off with gauze in iodine as with the frontal 
sinus. This leaves the opening into the 
nasal cavity to be finished. A portion of 
the nasal bone, and the upper or nasal pro- 
cess of the superior maxilla are removed 
best with rongeur forceps, and a large 
opening is made into the nose. This is 
for subsequent holding of the rubber drain 
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and here we use a tube about % inch in 
size, the inner end cut on a bevel and well 
pushed up into the cavity, and the other 
end coming cut of the vestibule of the nose. 


The packs are removed, all edges of the 


wound cleaned, interrupted catgut sutures 
are used in the deeper layers, the edges 
carefully brought together, a very import- 
ant measure, and skin clips used at about 
every 1% inch. 


The eye is again cleansed, a drop of 
argyrol instilled and a pad of vaseline, 
sterile, placed over it, with the usual gauze 
and bandage dressing following. The post 
nasal plug is then removed, and patient 
sent to bed. 


The patient is carefully watched. The 
dressing is left on for 48 hours, unless 
there is complaint of pain, and the tube 
allowed to remain in 5 or 6 days, passing 
a probe to keep it patulent, daily. 


The three cases following were each done 
by a new service in the operating room, 
never having assisted at such an operation 
before. Where you have trained assistants, 
the time of the operations is cut down a 
great deal, and the chances are much better 
for results. 


A word about the previcus removal of 
the middle turbinate. This I do when the 
middle turbinate shows enough pathology 
to warrant, otherwise I let it remain in, as 
I did in the last case in this report. 


REPORT OF CASES. 
Case No. 1. 


T. E. S. White, male, age 26, married, was 
referred to me on June 2nd. 1923, complain- 
ing of intense pain over right eye at that time. 
Had this trouble periodically over a period of two 
years past. His family history was unimportant. 
His personal history was that he was never in per- 
fect health, nervous and underweight and anemic, 
usual childhood diseases and a history of having 
had a luetic infection about two or three years 
before, with intense treatment and that Wasser- 
man’s test had been negative when taken 6 months 
previous. Had a child 18 months old, in perfect 
health, his wife also was living and in good health. 
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His appearance was that of being under weight, 
anemic and nervous and restless. His vision was 
20/20 O. U. eyes negative ophthalmoscopic find- 
ings negative. Transillumination dark, maxillary 
antrum and frontal sinus right side, clear left side, 
Tenderness at Ewing’s point and also under right 
eye. Nasal examination showed some pus under 
middle turbinate right side, which was increased 
with suction. Left side showed none. Culture was 
made and report came back as pure culture of 
staphlococcus alba. 


X-ray report showed right frontal sinus max- 
illary antrum and ethmoids affected. 


The internist reported right lung a little sus- 
picious, with some slight elevation of temperature, 
pulse faster than normal, a few posterior rales on 
deep inspiration, which condition was treated and 
subsequently cleared up. 


On June 7th. under local anesthesia, right middle 
tubinate was removed, and a radical Caldwell-Luc 
was done of right maxillary antrum which con- 
tained some pus, and hyperplastic membrane. This 
was all cleared out, and patient made a nice re- 
covery. 


On July 9th. I did a radical frontal sinus oper- 
ation, Lynch technique, under general anaesthesia, 
including ethmoids, sphenoid and even explored left 
frontal sinus. Had considerable bleeding but this 
was checked with hot packs very nicely. Con- 
valescence ran the usual course until August 15th. 
when he returned complaining of left frontal sinus. 
Anterior end of left middle turbinate was removed, 
a large opening made into sinus on that side in- 
tranasaily put to bed and by August 22nd. was 
very much relieved and improved. At.this time a 
Wasserman was considered advisable and was re- 
ported a Plus 2. This second flare up of another 
sinus was thought to be of a syphilitic origin. 


For a while patient received intense anti-luetic 
treatment, but did not do well. Finally he went 
to the Pacific Coast, did well, and later returned 
to his home, and is now enjoying the best health 
he has had for a number of years. His condition 
is good, and he has not had a recurrence of his 
former trouble, working daily as a druggist. No. 
diplopia, vision 20/20 O. U. 


Case No. 2. 


L. E. H. White, male, age 30, logging work, 
married. Referred to me on August 4th. 1923, 
giving a history of having for the last 4 years 
suffered with pain over the left eye, periodic in 
character and when pain was present worse in 
the morning hours, and on stooping. Always had 
a nasal coryza, but could not remember blowing 
any pus from the nose. 
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His family history showed nothing of import- 
ance. His past personal history was negative. His 
weight was now 150 pounds, which was approx- 
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imately normal. His physical examination was 
given me as negative, urine, Wasserman all neg- 
ative. 

My examination revealed atender frontal sinus 
region, worse at Ewing’s point, with transillumi- 
nation dark on that side. Nose showed some septal 
deflection left side, but not enough to necessitate 
operative treatment. Vision at that time 20/15 
R. E. 20/30 L. E. no eso-or exo- or hyperphoria. 


X-ray picture showed left frontal sinus affected, 
ethmoids seemingly not involved on same side. 

On August 4th. 1923, under general anaesthesia 
the Lynch radical frontal sinus operation per- 
formed, cleaning out the cavity well, and also some 
of the anterior ethmoids which seemed to be 
diseased, also some of the posterior group, but as 
there seemed to be little evidence of pathology a 
complete exeneration was not done, nor was the 
sphenoid touched. The middle turbinate was not 
removed as it seemed to be in good condition. 

Recovery was uneventful, wound healing well, 
and patient was discharged 12 days after in good 
condition. 
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On September 12th. 1923, patient reported back 
to me, and stated he was getting along fine. Had 
a Vision L. E. 20/30 and 2 degrees eso.- and 4 
degrees L. Hyperphoria. 


Having seen patient several times since then, 
and his condition has been good. On April 16th. 
again saw patient, and his vision in left eye was 
the same as in the right 20/15, and no esophoria, 
and only 1 degree hyperphoria. 


Case No. 3. 


C. C. White, male, age 49, married, 
works in R. R. round house. For six or eight 
months has been suffering with pains over left 
eye worse at times, and when stooping. Suffers 
more during the forenoon. Started with a severe 
pain, in the beginning, which lasted about 40 days, 
after which he discharged a lot of pus from left 
nostril, and then felt much better for a time. 


His previous health has always been good, never 
any serious illness or operation. Recently some 
loss of weight. Has several children, all healthy. 
Family history negative. Transillumination shows 
dark frontal sinus left side, also has tenderness 
on pressure at Ewing’s point. Wasserman and 
urinalysis negative. 
sinus trouble left side. 


X-ray shows some frontal 


Was operated on December 15th. 1924, under 
general anesthesia, Lynch operation, and on ex- 
posing frontal sinus found a large Musocele in the 
cavity, with some purulent secretion as well. Con- 
tents were all removed. The ethmoids and sphenoid 
on the same side were explored. 


Patient made not so rapid recovery as the other 
two, and towards the end of December contracted 
pneumonia which kept him in bed until the latter 
part of this past January, but since then he has 
been doing well. 


Complained of diplopia at first, but on last ex- 
amination did not complain of any. Found 2 de- 
grees, but no discomfort. 





ZINC IONIZATION IN THE TREAT- 
MENT OF CHRONIC PURULENT 
OTITIS MEDIA* 


CARL E. GRANBERRY, M.D. 
Surgical Staff Eye, Ear, Nose and Throat Hospital 
NEW ORLEANS, LA. 
To Prof. Leduc, of Nantes, we owe Ionic 
Therapy. He discovered the laws which 
regulate its application, and also the prop- 





*Read before the Section of Eye, Ear, Nose and 
Throat Diseases of the Medical Society of the 
State of Mississippi, Biloxi, May 12, 1925. 
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erties of many ions. Dr. Friel cf Edinburg, 
Scotland, has perfected this method cf 
treatment and’ has had much to do with 
its success. It was introduced at the Eye, 
Ear, Nose and Throat Hospital, New Or- 
leans, La., in October 1924, and since this 
date has been used effectively in the treat- 
ment of Chronic Purulent Otitis Media. 


The term “ionization” is applied to that 
form of treatment which consists in the 
introduction into the tissues of particles 
called “ions” by means of the electric 
current. An ion, as we remember, may be 
defined as an atom, or group of atoms, 
which has either lost or gained electrons, 
and is therefore either electro-negative or 
electro-positive. The molecule of Zinc 
Sulphate, is represented by the formula 
ZNSO‘. When Zinc Sulphate is dissolved 
in water, a portion of its molecules split 
up into fragments, namely, an atom Zinc, 
which has lost two electrons, and a group 
of atcms SO‘, which has gained two elec- 
trons. The Zinc ion is positively charged, 
and the SO‘ group is negatively charged. 


Ions are capable of independent motion 
but under the influence of an electric 
current they move in definite directions. 
It is due to this control we have cf Zinc 
ions in causing them to flow in definite 
directions that the success of Zinc Ioniza- 
tion is based. 


By experimentation it has been proven 
that on passing Zine ions into a solution 
cf albumen by means of the electric cur- 
rent a coagulum is formed. Reviewing 
the pathology in chronic Purulent Otitis 
Media, with the theory of chronicity, a 
discharge which has been allowed to stag- 
nate is invaded by micro-organisms. These 
micro-organisms, with the decomposition 
preducts of the serum and leucocytes, irri- 
tate tissue with which they come in con- 
tact, and the latter respond by secreting 
more leucocytes and more serum. This 
extra invasion or infection of the dis- 
charge is the basic factor in the causation 
of chronicity, other factors may later be 
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super added, such as polypi and caries. By 
syringing we may remewe the macroscopic 
mass accumulation of discharge but there 
remains a thin layer made up of serum, 
leucocytes, and bacteria adhering to the 
surface of the mucous membrane. It is 
the sterilization of this layer whereby 
Zinc Ionization is so useful. 


Serum and leucocytes contain a large 
percent of albumen, while the micro-org- 
anisms ccntain 98-99% albumen, therefore 
when the Zinc ions are introduced this 
whole layer is coagulated, which results in 
death to the bacteria, and at the same time 
a sterile barrier is formed between the 
tissues and the exterior. Irritation has 
now been removed, thus permitting repair 
of tissue which revert to their normal 
activity and rapidly progress towards 


structural integrity. 


Equipment 
(1) 


rent. 
(2) 
(3) 


(4) Zine Sulphate Sclution (Rx. Zinc 
Sulphate grs. 75, Glycerine ozs. 2, Aquae 
q.s. ozs. 35. To be diluted at time of using 
with equal parts warm water.) 


(5) Two wires, one from the negative 
and one from the positive pole. There is 
placed a quadrilateral piece of metal ‘at 
the end of the negative wire, and a piece 


of zinc wire or point at the end of the 
pesitive one. 


A direct or galvanic electric cur- 


Rheostat. 


Milliamperemeter. 


The apparatus is so constructed that 
the flow of the electric current is thru 
the rheostat, which regulates it, thru the 
milliamperemeter, which measures it, and 
then thru the patient via the affected ear. 
It will be remembered that electricity 
flows from positive to negative. 


Technique 


is now placed upon the 
in a prone position with the 


The patient 
table 
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affected ear uppermost. The quadrilateral 
piece of metal on the negative pole 
is firmly attached to the arm above 
elbow with 6-8 layers wet towel in- 
tervening between skin and metal. The 
ear is now cleansed. Several drops of 
weak solution cocain and adrenalin are 
placed in the ear canal and allowed to re- 
main 4-6 minutes, this anasethetizes and 
shrinks the tissues and allows for more 
thorough cleansing. With a commen medi- 
cine dropper the warm zinc solution is 
placed in the ear canal and churned to and 
fro, changing the solution several times 
and until it returns perfectly clear as can 
be observed in the glass medicine dropper. 
The ear canal is filled with zinc solution. 
A vulcanite ear speculum is placed in the 
solution and the zine or pesitive pole is 
placed therein, being careful that it does 
not touch the tissues. 


We now have a complete circuit for the 
electricity to flow. The current is turned 
on and off very slowly, and the operator 
is to be careful that the circuit is never 
brcken suddenly. The patient may feel a 
little dizzy at times but this soon passes 
and the procedure may continue. Three 
to five milliamperes for ten minutes is 
most effective. After the treatment the zinc 
solution is allowed to drain out and on ob- 
servation a white coating may often be ob- 
served in the ear canal, this is coagulum, 
which is sterile and should not be disturbed, 
as it acts as a sterile dressing. In three or 
four days the ear is again inspected, 
which is either dry, discharging a clear 
fluid, or shows no improvement. The clear 
fluid exudate may often be dried by in- 
sufflation of sterile powder. Ionization 
treatment may be repeated in seven to ten 
days, and altho three ma. for ten minutes 
has been effective we have increased it to 
ten ma. for ten minutes without any bad 


effects. 
Results. 


All cases of chronic otorrhea were 
treated as they were admitted to the clinic 
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and there is a total number on record of 
60. In 6 cases both ears were discharging. 


At the present time 52 are dry, and of 
these: 


19 cases have been dry 4-7 mos. 
17 cases have been dry 2-4 mos. 
16 cases have been dry 2 mos.. or less. 


Duration of discharge (Patients own 
statements) : 


12 cases had been discharging 15 yrs. or 
more. 


6 cases had been discharging 10-15 yrs. 
5 cases had been discharging 5-10 yrs. 
12 cases had been discharging 2-5 yrs. 


17 cases had been discharging 2 yrs. or 
less. 


43 yrs. is the longest period of discharge 
in which the ear is now dry. 

Of the 8 cases not reported dry: 

2 had mastcid involvement, as reported 
by X-ray technician. 

1 remained dry two months and had a 
recurrence following a bad cold.” 

1 Unfavorable (hysterical). 

2 Unable to account for no improve- 


ment. 


3 «2. 


The percent of cases that were made dry 
by the Zinc Ionization treatment is 80.6. 


Summary. 


(1) Zine Ionization is applied to that 
form of treatment which consists in the 
introduction into the tissues of particles 
called ions by means of the electric cur- 
rent. (2) The equipment is so constructed 
that a continuous electric current can be 
slowly truned on and measured as it passes 
thru the patient. (3) Preparation and 
after-care of the patient is essential to suc- 
cess. (4) There were 60 cases treated with 
80.6% made dry. 
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SOME INFORMAL REMARKS ON THE 
TREATMENT OF CANCER* 
CARROLL W. ALLEN, M. D., 


NEW ORLEANS. 


Last October a patient of mine suffer- 
ing from an inoperable cancer of the rec- 
tum asked my advice about the Koch treat- 
ment. I strongly advised him to have 
nothing to do with it, that it had been in- 
vestigated and pronounced worthless, and 
that I regarded it as a fraud. He, how- 
ever, was determined ta go to Detroit and 
consult Dr. Koch. At that time he was 
emaciated, weighing less than a hundred 
pounds and was so weak that he had to 
be carried to the train on a stretcher. Two 
months later he returned to New Orleans 
weighing more than 130 pounds, and now 
weighs 170 and attends to business as 
usual though there ‘is still some local 
evidence cf his trouble. 


I am frank to say that I was amazed at 
the wonderful improvement in this man. 
I then called on another patient here who 
was treated by Dr. Koch at the same time. 
After talking with these two afflicted per- 
sons I was deeply impressed, not only by 
their personal experience but also by state- 
ments concerning others with whom they 
came in contact while being treated. 

A dceetor friend whose wife was in a 


hopeless condition from carcinoma called 
on me to discuss the matter and as his 
wife was unable to travel we wired Dr. 
Koch and received a treatment. In a 
similar way I received a dose for a hope- 
less bladder case of Dr. Walther’s. With 
these treatments Dr. Koch sent some direc- 
tions and information as to what would 
happen following its use. 


The results were so strikingly as he pre- 
dicted that I became extremely interested. 


I looked up Dr. Koch’s earlier contri- 
butions to medical literature and learned 
that he had written several creditable 





*Read before Orleans Parish Medical Society, 
April 27, 1925. 
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papers on the parathyroid glands, such as 
one would expect from a high class labora- 
tery man. Dr. Koch’s method of procedure 
in the above work was auite original and 
his deductions and conclusions were at 
first not accepted but later were recog- 
nized and the proper credit given him. 
Paton of Glasgow won a triennial prize by 
a paper on the same subject in which he 
gave Dr. Koch due credit for what he had 
done. These papers will be fcund in the 


Jcur. Biol. Chem., 1912, XII. 313; 
Jour. Biol. Chem., 1913, XV, 43-63; 
Jour. Lab. & Clin. Med., 1919, 1,299; and, 


Jour. Med. & Surg. Jan., 1918, 1-9; 
that by Paton will be found in the 


Quart. Jour. Phys. 1917 Nos. 3 and 4 


In the A. M. A. Journal of 1913, Page 
1049, there is a lengthy editorial devoted 
to Kech’s work on the toxic bases in the 
urine of parathyroidectomized dogs. Dr. 
Lewellys Barker on the subject of tetany 
in a paper read at the Southern Medical 
Association, in 1922, quotes extensively 
from Dr. Koch. These papers, are how- 
ever, of more than passing interest in 
this investigation as it was through the ap- 
plication of methods of reasoning in can- 
cer similar to those that he used in his 
work on the thyroid that he feels he was 
able to recognize the specific toxin which 
formed the basis of his work on cancer. 


Dr. Koch had a batchelors’, a master’s 
and a doctor’s degree before he obtained 
the M. D. degree to give him clinical op- 
portunities to pursue his study of cancer. 
He, however, does not care fcr the prac- 
tice of medicine and is not a clinician but 
strictly a chemist and physiologist. 


I was so deeply impressed with the con- 
viction that Dr. Koch had discovered some- 
thing that at least brought about certain 
more or less definite reacticns indicating 
some direct or specific effect on cancer 
that I decided to go up there and make a 
personal investigation. 
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Arriving there December twenty-seventh 
I began a systematic study of his cases 
and saw many in all the various stages of 
reaction. Everything was absolutely open 
to my closest scrutiny and Dr. Kcch was 
often not present during my examinations 
though always available to answer all 
questions, which he did with perfect frank- 
ness, both to me and the patients. Results 
were not always favorable, some were slow 
and uncertain, and he expresses doubt re- 
garding others. He stated that 20 per cent 
of his cases failed tc react. All this was 
done in a spirit of perfect candor and open- 
ness that disarmed at once any feeling of 
the possibility of subterfuge or evasion 
that may have existed in my mind. 


The most interesting and impressive 
thing was the cured cases; of these I saw 
a large number and questioned them most 
closely. There remained no deubt but that 
they had had cancer as they all gave a per- 
fect clinical history. Some were primarily 
inoperable, many had been operated with 
recurrence, the majority had had the usual 
routine of X-ray and radium. They all had 
been hopeless surgically and had come to 
Dr. Koch as a last resort. 


The interesting thing in questioning 
these cured cases was that they all had 
gone through the same ccurse with its 
varied reactions and toxemia as those I 
saw under treatment. This naturally in- 
creased my interest and encouraged my 
closer study of the phenomena which they 
presented. While many of these were quite 
sick it -was apparent that they were not 
running a cancer course. The typical can- 
cer symptoms were slowly giving way to 
a toxemia in which nausea, vomiting, tem- 
perature and prcstration were the most 
prominent features with a progressive 
diminution of pain and finally just a sore- 
ness to remind them of their former suf- 
fering. During this time, or as long as the 
toxemia and temperature persisted there 
was a steady loss of weight until they were 
reduced to an extreme degree. As ccnvales- 
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cense set in, recovery was at first slow later 
more rapid, and many of them told me that 
their physical condition and general health 
was better than they had ever enjoyed form- 
erly. 


The preparation used is a delicate, syn- 
thetic chemical compound, clear and color- 
less. It is injected subcutaneously in one 
cubic centimeter dose. The treatment is 
based on the germ theory of all malignancy 
and upon the theory that the cancer mass 
is an attempt at protection by the host to- 
wards the invading organism. The organ- 
isms being killed the cancer becomes a for- 
eign proteid mass which must be absorbed 
to be removed. The absorption of this mass 
is a highly toxic process and produces the 
various symptoms which occur during the 
treatment; fever, nausea, vomiting, and 
depression. These symptoms and reac- 
tions cf the cancer tissue are subject to 
considerable variation. At times the mass 
may swell and there may be an increase 
in all symptoms including pain, in other 
cases there is an immediate subsidence in 
the size of the mass and a_ lessening of 
pain. The reason for these variations is 
not well understood. The cancer mass takes 
on a bluish color and there is an ingrowth 
of angicblastic tissue during the stage of 
absorption. As this vascularized tissue 
contracts frequent small hemorrhages occur 
and it may require six to nine months for 
all of this tissue to disapper. Cases that 
are badly exhausted before treatment, 
where the mass tc, be absorbed is very large, 
or when the heart and kidneys are weak- 
ened are not likely to survive the tcxic 
period. 


My duty was apparent. I should take 
some steps to bring this matter to the at- 
tention of the profession and I felt that 
the best means of accomplishing this as 
well as for further proof for myself was 
first to treat a few of mv hopeless cases 
here and properly check this work with the 
aid of the laboratory. This appeared to me 
to be the best plan of procedure and I ac- 
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cordingly arranged with Dr. Koch to 
furnish me with as much of his formula 
as was needed. 


My understanding with Dr. Koch was 
that should any recognized group of reput- 
able physicians make a calm unbiased in- 
vestigation of his treatment and accord him 
due credit for having discovered some- 
thing useful in the treatment of cancer, 
he would then make the formula public in 
some way, such as was done with insulin. 

I know that a great many of my friends 
and associates feel that I have made a mis- 
take in going inte this subject but I hope 
that none will question my honesty or sin- 
cerity and just as soon as sufficient time 
has elapsed for me to arrive at a definite 
conclusion, based on personal experience, 
for or against the further use of this 
remedy I propose to make a frank, positive 
statement of the results. 


In conclusion I wish now to present a 
brief summary taken from the records of 
cases treated. 


Mr. H. Age 57. Brought to Touro Infirmary 
December 20, 1924, in ambulance accompanied 
by his. physician. He had been bedridden several 
months. Ten years ago he developed an epithe- 
lioma on his penis which had gradually spread. 
In the last few years he had received a great 
variety of treatment including much X-ray and 
radium. 


On examination his penis was a cauliflower 
mass about an inch long with extensive can- 
cerous ulcerations on the pubes, scrotum, and 
perineum. In the right groin there was a mass 
which extended from the pubes to near the iliac 
crest and about nine inches in the long axis of 
the leg. The center was badly sloughed out with 
a cavity running down along the great vessels 
and up into the pelvis. The limb was badly 
swollen and presented decided evidence of an 
erysipelatous like inflammation. The case was 
very far advanced and most unpromising and I 
felt hopeless. Following a conference between 
himself, the family and his physician it was de- 
cided that he take the chance as he had no hope 
otherwise. He left for home in a few days. I 


received frequent reports and visited him once. 


At the time of his death, which occurred dur- 
ing the 11th week from exhaustion, the penis, 
pubes, scrotum and perineum had entirely healed. 








ALLEN—Some Informal Remarks on The Treatment of Cancer. 





All that remained of the growth in his thigh was 
a smooth granular surface two inches in diameter, 
The deep excavation which ran down into his 
pelvis had entirely filled in. This report was 
given me by his family physician a few days 
before his death. A Touro nurse who was on 
duty with this man for two months, has told me 
that the above report is correct and makes even 
more remarkable statements. 


Mrs. J. Age 54. Was first seen by me in con- 
sultation with Dr. Walther about the middle of 
last August. She was bedridden with an inoper- 
able carcinoma of the bladder. On examination 
the entire base of the bladder, anterior wall of the 
vagina, and interior surface of the uterus were 
involved in the growth. I was again called to see 
this patient and treated her with the Koch anti- 
toxin on December 8th. At this time she had been 
bedridden about five months and her condition had 
become much worse. The entire upper half of the 
vagina was a mass of growth which prevented the 
finger passing beyond the outlet and extended up 
above the pubes several inches, with a large mass 
about 2% inches in diameter extending up along 
the right side above the crest of the ilium. There 
was constant vesical tenesmus with urination 
every few minutes and without patient’s control, 
requiring her to remain on a bed pan day and 
night. The urine was very offensive and the 
odor penetrated the whole house. She had be- 
come very much reduced by cachexia, suffering, 
and hemorrhage, which was at times profuse. 
She was taking one grain of morphine by needle 
several times a day but still suffered consider- 
ably. Her general condition was so bad that the 
family was coming home from various parts of 
the country to see her for the last time. It was 
thought that she would not live until Christmas. 


Course of reaction: There was an almost im- 
mediate subsidence in the pain. Nausea, vomit- 
ing and fever began about the tenth day; at first 
moderate, later becoming more severe by spells. 
During the early part of January she had several 
very severe spells of vomiting and purging. On 
one or two days she vomited almost incessantly 
and during one of these spells she said her bowels 
moved about fifty times during twenty-four hours. | 
They were unusually offensive and sickening to 
those in attendance. The patient told me that 
had she known how sick the treatment would 
make her she never would have taken it. 


About the middle of January she lost complete 
control of her bladder and her urine dribbled from 
her continually, its odor was, however, growing 
progressively less offensive and finally entirely 
disappeared. From the middle of January there 
was no more temperature and she was entirely 
free from all pain. The suprapubic and abdom- 

















inal mass had entirely disappeared. On vaginal 


examination the vagina could be easily entered, 
the masses in its upper part had disappeared, the 
base of the bladder felt soft and boggy with a 
soft fluxuating mass about as big as a fist within 
the bladder. I thought I made out a vesicovaginal 
fistula but could not be sure. 


There were at frequent intervals during these 
reactions small vaginal hemorrhages, these be- 
came less frequent and of smaller amount towards 
the end. 


Two weeks before death she regained control of 
her bladder and voided normally but again be- 
came incontinent just before she died. The last 
few weeks before her death were marked by 


nausea, frequent attacks of vomiting, disgust for 
food, and great prostration. 


Death occurred March 28th in her fourteenth 
weex. The outstanding features during her treat- 
ment were the almost immediate subsidence of 
pain and its complete disappearance after the 
fifth week, the great toxemia and the prostration. 
I give the history of this case at some length as 
there were several doctors who saw her both before 
and after she was treated. She was recognized 
as a desperate case already far advanced and 
exhausted. 


As I followed this case closely I feel the in- 
formation gained was most valuable as it was 
quite evident after the first few weeks that she 
was not running a normal cancer course but that 
the usual cancer symptoms were gradually being 
replaced by a toxemia. For three months before 
death there was no pain but a rapid diminution 
of the cancer mass and near the end a normal con- 
trol of her bladder. 


Mrs. B. Age 54. In July, 1924, began to have 
pain in lower abdomen, with loss of weight. First 
seen by me December 5, 1924, suffering from 
dyspnea, general abdominal and thoracic pains. 


Abdomen was much distended and showed sev- 
eral large masses of woody like hardness extend- 
ing from pelvis up to costal arch. Vaginal ex- 
amination showed the upper part of the uterus 
fixed in a solid mass which extended across the 
pelvis. She was treated December 8th. Reaction 
set in within 48 hours marked by nausea, vomit- 
ing and depression. Her condition remained fair 
until within a few hours of death which occurred 
on December 14th. 


Examination of the tumor mass the day before 
death showed that it had become quite soft and 
had shrunk fully one-third of its size. This case 
is reported to show some interesting metabolic 
changes: 
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Before treatment 12/8/24 


5 days following 12/13/24 
Total non prot. nit... 49.8 


120 mg. per 100 cc 


Urea nitrogen.......... 25 108 
Creatinin ................ 1.42 S 
see ............ 6.64 10.6 
Dextrese................ 74 113 
Total white cells....8,250 12,500 
ie Taaicnsistnn eihicinahdise 13 8 
ee wee 7 3 
ne ere 79 89 
E. 


Capt. S. Age 48. Six years ago began to have 
swelling in left side of lower jaw. Resection of 
jaw three years ago followed by radium and 
X-ray. Further operation with X-ray and radium 
one year later. Last September and October had 
three operations followed by X-ray and radium. 
Five months ago began to have swelling in the 
neck on left side which presented a large tumor- 
like mass nearly as big as a turkey egg with an 
ulcerdted center extending deep down into the 
neck. Many glands were found around and below 
this mass down to the clavicle. The entire left 
half of the jaw with cheek and side of the face 
had been removed exposing tongue and pharynx. 


Given Koch treatment February 4th. 


He went through a mild reaction followed by a 
steady and progressive disappearance of the can- 
cer tissue until now the entire mass has sloughed 
out down to the vertebral column exposing the 
common carotid artery from the clavicle to above 
the angle of the jaw. The bifucation is plainly 
exposed showing many of its branches. The ar- 
tery is lying loose in a deep crater-like cavity un- 
supported by the surrounding tissues. There are 
severai glandular masses in the surrounding parts. 


The patient is up and around and suffers very 
little discomfort. This is one of the greatest sur- 
gical curiosities I have ever seen. 


Mrs. S. Age 35. Last spring began to have 
pain and metrorrhagia. During the early sum- 
mer a curettage showed carcinoma. She was later 
laparotomized and found to be inoperable with a 
uterine carcinoma which had spread through the 
broad ligament to the pelvic wall. During con- 
valescence she received several X-ray and radium 
treatments. She grew gradually worse and dur- 
ing October and November suffered excrutiating 
pain. 


December 5th when first seen by mé and given 
the Koch antitoxin she was in constant pain not- 
withstanding liberal doses of opiates which she 
took every two hours day and night. She was 
able to be on her feet a little but walked sideways 
with a shuffling gait. She was unable to sit down 
and in attempting to do so had to recline on one 
side. Urination was very painful and defecation 
extremely so and she looked forward to the per- 
formance of this function with great horror. 
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Following the use of the antitoxin there was a 
gradual improvement in all symptoms. After the 
first week pain on urination had ceased and defec- 
ation was less painful. After the third week pain 
on defecation had practically ceased and she could 
sit down with comfort. The opiates were grad- 
ually reduced in frequency and amount. During 
this time there was some nausea and temperature. 
After about the sixth week she ceased to have 
pain at night but had some discomfort during the 
day. Up to six weeks ago the improvement in all 
symptoms had been progressive when she began 
again to have pain on defecation. This she de- 
scribes as quite different in character from her 
former sufferings, describing it as a sore crampy 
feeling brought on by the movement of gas in the 
bowels which ceases after the bowels move. 
During this time she takes several small doses, of 
opiates. This period occupies most of the fore- 
noon. By noon she is comfortable and remains so 
without the use of opiates until the following 
morning and sleeps well every night. Lately this 
cramp-like disturbance in the morning has im- 
proved and she has a much more comfortable time. 


About six weeks ago a recto-vaginal fistula de- 
veloped which has caused her much worry. She 
has lost much in weight and some in strength but 
gets up at all times and moves about without dis- 


comfort. Temperature, which was continuous 
sometime ago, now comes on later in the day 
and runs a _ shorter, milder course. She eats 


fairly well three times a day and except when 
disturbed with her bowels in the morning or wor- 
rying over her protracted sickness is fairly 
cheerful. 


During the last month I have given her two 
additional doses of antitoxin to hasten the con- 
valescing process and lately with the co-operation 
of Dr. Giles have been using some other measures 
to aid in throwing off the toxic process. 


Mr. R. Age 68. Had been operated by me 
some weeks previously when I removed a tumor 
about half the size of a guinea egg from his neck. 
This was submitted to the Touro laboratory and 
reported as secondary carcinoma. 


It recurred. early and grew very rapidly. March 
12th when I gave him the Koch anti-toxin it was 
as large as a hen’s egg adherent to the skin and 
showed extensive infiltration in all directions. I 
last saw him April 9th. The growth had reduced 
to about one-half its size was slightly adherent 
to the skin and had entirely lost its infiltrating 
character. Its edges were sharply defined feeling 
like a big button under the skin. 


Mrs. McR. Age 55. Five years ago had right 
breast removed for carcinoma. Recurrence in situ 
one year ago. When seen by me, January 20, 
1925, there was an ulcerated mass about as large 
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as a fist fixed to the chest wall and extensively 


adherent to surrounding skin. She had refused 
further operation and was suffering considerable 
pain. Treated January 20, 1925, and left for 
home with instructions. She has returned at in- 
tervals for observation. When last seen, March 
26th, she said all pain had disappeared after first 
week, discharge had markedly diminished and was 
free from odor. Mass was about as large as an 
egg, still attached to the skin but freely movable 
over the chest wall. She had had very few re- 
actionary symptoms and had never been to bed 
but had attended to her household duties daily. 


Capt. C. Age 57. Operated by me last sum- 
mer for jaundice which had come on gradually 
without pain or previous digestive disturbances, 
stools were chalky. The gall bladder was found 
moderately distended and the lower end of the 
common duct thickened. The gall bladder was 
opened and a probe passed into the common duct 
and through it into the duodenum without meet- 
ing apparent resistance. Palpation of the head 
of the pancreas failed to show any pathology. 
The wound was closed with gall bladder drainage. 


For a short time following operation there was 
a slight improvement in the jaundice and the color 
of stools. This improvement was of short dura- 
tion and there was a gradual return to his former 
condition. The gall bladder tube ceased to drain 
bile after about two weeks and was removed. He 
was referred to Dr. Levin who treated him for a 
while without improvement referring him back to 
me for further operation. 


At this time stools were nearly white and jaun- 
dice was becoming of a bronze like color with 
much itching of the skin. Patient much emaciated 
with the usual digestive disturbances. 


Second operation February 20th. A hard mass 
was found in the head of the pancreas measuring 
about two inches across and one inch thick. A 
drainage tube was again placed in the gall blad- 
der and the wound closed. 


Treated with Koch anti-toxin February 25th. 
For about two weeks there was no apparent 
change except a moderate improvement in the 
jaundice. Following this there has been a slow 
but progressive improvement. Jaundice has about 
disappeared, urine contains but a trace of bile and 
the stools are.darkly yellow, the first time in nine 
months. The digestive disturbance has entirely 
disappeared, strength is returning and the patient 
is up and about. The gall bladder tube is still in 
place draining a little bile and mucous. 


Mrs. H. Age 50. Had noticed a tumor in left 
breast since last spring. Was first seen by me 
September 26, 1924. Tumor was as large as a 
small orange in left upper quadrant, no glands 
could be palpated as she was quite fleshy. A 


























The 


radical removal was done September 30th. 
glands in the axilla and beneath the clavicle were 
well developed and numerous with a chain of 
large glands running up along the vessels as far 


as could be reached. The prognosis was clearly 
unfavorable and the operation was immediately 
followed by radium embedded in the wound. 
Laboratory examination showed carcinoma sim- 
plex. She made an excellent convalescence. 
Toward the end of October glands were readily 
palpable in the supraclavicular space. These grew 
rapidly and began to give pain. Obstruction of 
the circulation on that side soon became evident 
by swelling of the neck and face. The glandular 
mass grew to such size as to be noticed by the 
husband with whom I discussed the matter. 
Further surgery was clearly useless, radium and 
X-ray offered little hope. He already knew of 
the Koch treatment and he agreed that I use it. 
This was done on December 13th. No very de- 
cided reactions followed beyond some little fever 
and general upset feeling. The glands, however, 
began immediately to subside and entirely dis- 
appeared by about February ist. Her former 
good health soon returned and she gained in 
weight beyond her previous normal. I examined 
her a few days ago end could find no evidence 
of any trouble. 


Mr. W. Age 58. Developed a sore on left side 
of the tongue near floor of mouth last summer. 
This began to pain and increase in size. Novem- 
ber 20, 1924, he received a radium treatment and 
several X-ray treatments during December, 1924, 
and January, 1925. His condition grew steadily 
worse and he had several hemorrhages, one quite 
severe. 

On March 38rd the growth involved the entire 
left half of tongue extending back along the floor 
of the mouth to the root of the tongue. The 
mucous membrane on floor of mouth was involved 
nearly as far out as the mandible. An opening 
in the center of this mass penetrated deep down 
along the base of the tongue, was quite necrotic 
and foul. Weight 148 pounds. 


Treated with Koch anti-toxin. His improvement 
was quite rapid. His pains entirely -subsided in 
one week and the appearance of growth under- 
went a decided change followed by rapid disap- 
pearance. When last seen on April 13th all evi- 
dence of the former growth had entirely disap- 
peared. There was no infiltration evident on close 
examination. A small dpening about 3/16 of an 
inch wide marked the sight of the former necrotic 
area. There is no pain or discomfort of any kind 
and weight has increased to slightly over 160. 


Miss L. M. Age 55. Reported by courtesy of 
Dr. L. S. Charbonnet. Ordinary diseases of child- 
hood. Menstruation first at 14 years; normal and 
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regular. Menopause began at 45 and was com- 
plete at 48. 


About one year ago she began having cramps 
in abdomen, accompanied by constipation. Disten- 
sion at times. Early in 1924 consulted Dr. Char- 
bonnet complaining of this. Examination revealed 
a large mass which seemed to originate in the 
region of the left ovary. Operation was advised. 
Ten days later while painting a floor had violent 
pains. Rest and ice bag gave no relief. Operation 
on November 7th revealed a large growth in left 
abdomen springing from ovary and was cystic in 
character. Pathological report, carcinoma of 
ovary. Stormy convalescence with dementia. 
Returned home 16 days after operation. Two 
weeks later had severe abdominal pains with par- 
tial obstruction. Usual treatment gave no relief. 
January 13th had severe pain again with sterco- 
roceous vomiting. No results from treatment. 
Reoperated January 15th. Adhesions of sigmoid 
to uterus and much induration found with some 
enlarged glands. Adhesions broken. Section of 
abdominal wall removed. Reported malignant. 
Slow convalescence. Large indurated mass de- 
veloped in abdominal wall. Koch serum was sug- 
gested and given February 4th. No very severe 


reaction, but indurated mass gradually disap- 
peared. About March 4th she began to improve 
rapidly. Now doing wonderfully well. Resumed 


work Aprii 1st and has gained 14 pounds since 
then. Seen at office on April 22nd, she told Dr. 
Charbonnet she “never felt better in her life.” 


I feel that your careful consideration 
cf the above cases must convince you that 
they have nct run a normal cancer course 
and if Dr. Kozh has not discovered what 
he thinks he hav, he has at least found 
something which profoundly affects cancer 
tissue and I feel it should be accorded a 
most liberal investigation both clinically 
end in the laboratory as it may at least be 
tre beginning of tremendous possibilities. 

I have been persistently at werk on the 
two objectionable features in the use of 
this preparation; its cost and its secrecy. 
The cost has been substantially reduced 
and’I fe:] the problem of its secrecy is 
open to solution. 


DISCUSSION. 


Dr. F. W. Parham (New Orleans): It is with 
considerable reluctance that I rise to take the 
position of opposing Dr. Allen. 

I want to say first, that if Dr. Koch had pre- 
sented the matter in the same scientific spirit as 
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has Dr. Allen, I do not believe there would have 


been so much feeling. I want it understood that 
anything I have to say shall not be construed as 
any reflection upon the sincerity of Dr. Allen. 
While I think he is mistaken in his advocacy of 
the treatment, I believe he is sincerely of the 
opinion that the treatment is of value. Dr. Koch 
does not deserve the same consideration. He has 
not adopted the scientific attitude. He indulges 
in vituperation. He has attacked the American 
Society for the Control of Cancer: “If the Ameri- 
ean Society for the Control of Cancer did not 
raise such a hullaballoo, throwing the people into 
the arms of the people who use X-ray and radium,” 
he says, “there would not be so much fear among 
the people suffering from this disease.” Now, this 
is a tremendous charge, for one who claims to be 
a scientist, against a Society which has attempted 
to do nothing but good for suffering humanity, 
and I do not believe such a charge made against 
the American Society for the Control of Cancer 
should be countenanced by right-thinking people. 


I substantiate these statements by referring to 
Dr. Koch’s pamphlet, which I have in my hand. 
These, and many equally absurd statements are to 
be found in this pamphlet, called “St. Mark’s 
Sanitarium Bulletin.” Herein are thirty-eight 
cases reported, practically all of which are as 
wonderful as those reported by Dr. Allen and 
some of them are more wonderful. One of the 
cases which Dr. Allen has not reported in his 
paper and which is more wonderful than any re- 
ported is a glioma of the brain. This case (Dr. 
Allen sent me the report of the case with an 
affidavit) had been intensively treated by X-ray 
after temporal decompression. The case had been 
treated so thoroughly by the X-ray “that her 
people thought she was being killed.” That case, 
subsequently treated by Dr. Koch apparently re- 
covered, and the recovery was attributed to the 
injection. 


Dr. Martin can tell you of a case of carcinoma 
of the tongue that seemed to be absolutely hope- 
less, when an apparent cure was effected. I saw 
this man in consultation and agreed in the diag- 
nosis. Radium needles were put into the tongue. 
That was four years ago. Two weeks ago Dr. 
Martin saw him; there were no signs of recur- 
rence and he was at work. 


Can a man who knows of such a case as that 
be justified in saying that radium is not the 
proper treatment to use? Let me read you some- 
thing that Koch writes about one case, No. 36, 
in his St. Mark’s Bulletin: 

Mrs. L., treated by Dr. W. A. Dewey, formerly 
a Professor in the ‘Homeopathic Department of 


the University of Michigan. “Died four months 
<fter being cured.” And the explanation was that 
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she had, in Philadelphia, “some 200 mgms. of 
radium stuck up in the uterus for 48 hours 
straight.” No date was given. Subsequently she 
came into the hands of Dr. Koch, who called in 
a specialist from Easton, Pa., who said he could 
find no signs of cancer, but she seemed “all shot 
to pieces.” Dr. Dewey also saw the patient and 
they concluded she was suffering from “swollen 
and oedematous” intestines. The oedema was so 
great that it was as thick as the finger. How 
he could feel all that through the abdominal wall 
so accurately I cannot say. Dr. Dewey instituted 
treatment to cure this condition of the bowel: 
Then, “as the patient was getting well she died.” 
The explanation was embolism, death attributed 
to the liberation of the clot from the “radium 
cooked vessels,” these vessels being greatly re- 
duced by the treatment instituted by Dr. Dewey, 
thus liberating the circulation. What the treat- 
ment was is not stated. 


Dr. Koch goes on to make a statement which 
I would like to read to you, as coming from a 
scientific man: 


“We learned that Dr. Dewey’s treatment was 
bringing the patient around rapidly toward re- 
covery, and then she suddenly died. This event 
could only be from embolism. In her recovery 
under Dr. Dewey’s treatment, the bowels lost their 
cooked, swoilen state, and began to functionate. 
Thus the nutrition of the patient improved, and 
the bowel movements became more normal and 
active. It is no doubt this resumption of intes- 
tinal activity that liberated a clot from the radium 
cooked blood vessels and this clot circulated about 
until it had lodged in a vital center. This all 
happened some four months after all cancer tissue 
had disappeared and is accountable only to the 
latent burning properties of radium. Thus suffi- 
cient radium to cook the abdomen full of intes- 
tines, only made the cancer grow more rapidly. 
As it were, the more hell you give the devil, the 
better he likes it.” 


“Radium poisoning is not well known, though 
everybody who is treated for cancer with radium 
dies. It is because the cancer is stimulated to 
grow so rapidly that it kills the patient before 
the terrible manslaughter effects of the radium 
exert themselves. There are those exceptions as 
is cited in the present case.” 

“Look into it yourself, no one yet has been able 
to discover a man cured of cancer by radium, 
nor have you iound a person who has had one 
large exposure or numerous small ones, live very 
long. Yet the American Society for the Control 
of Cancer drives the country into unsuccessful 
surgery and murderous X-ray and radium, and as 
Dr. Bulkiey says the mortality from cancer has 
increased alarmingly since this agency has stam- 
peded the country.” 











lt , , a an. | 











“Our friend, Dr. W. A. Dewey, who has had 
some opportunity to study the matter, moreover, 
claims that many a death certificate reads cancer, 
where the real cause of death is X-ray or radium.” 


“Indeed, were it not for extensive campaigns, 
foolishly supported by the unsuspecting public, 
the use of radium and X-ray in the treatment of 
cancer would long ago have died out and the indus- 
tries flourishing upon such propaganda long ago 
have failed by way of uselessness. They should be 
stopped for the sake of the public safety.” 


I will report a case which illustrates very well 
that X-ray may apparently cure cancer. This is 
a case of tumor of the spinal cord. We operated 
upon that patient with the assistance of Dr. Van 
Wart, who located the tumor; we got down to it 
without difficulty and cut away most of the tumor, 
but did not remove it in its entirety for fear of 
destroying so many of the terminal nerves in the 
leash of the cauda, thereby causing incontinence 
of urine and feces. We closed the wound, which 
healed by first intention. The vertebral column 
was then subjected to very thorough X-ray treat- 
ment. I saw this gentleman three days ago (three 
years and four months after the operation) in a 
rolling chair. He has contracture of the lower 
limbs. He was a Professor, is happy, comfort- 
‘able and useful and is doing a great deal of work. 
That man had no Koch treatment. Now that 
shows that sometimes X-ray may have its effect. 
I cannot say that the X-ray did it, but I do know 
that the tumor was not completely removed, that 
he was treated by X-ray and that now he is well. 
Pathological diagnosis: Gliomatous Tumor. 


I would like to mention just here that Dr. Gay- 
lord of Buffalo reported in S. G. & O. some years 
ago fourteen cases of malignant disease sponta- 
neously cured. 


I would like to read you a few excerpts from 
Dr. Koch’s reports and to say a few words in 
regard to the investigating committees in Detroit. 


In 1919 Dr. Koch was given an opportunity, 
through the Board of Health in Detroit, to place 
his cases in one of the institutions to make a 
demonstration in regard to the value of his treat- 
ment. Now his statement was that this was not 
a fair examination or report. The Committee re- 
ports definitely, “We do not know whether this 
treatment has any value or not since the cases 
were not observed long enough to draw any satis- 
factory conclusions.” Of these cases one-half of 
these people left the institution because of the 
negligence of Dr. Koch, the other half were dis- 
charged by the Committee. This statement was 
made by Dr. Kelly last September in his address 
as retiring President. He states further that sub- 
sequently, in 1923, Dr. Koch sent a note to the 
Society stating that as some of the cases observed 
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by the Committee in 1919 were still living and 
well they ought to make another examination. 
The Committee gave him a second opportunity. 
Out of his numerous cases he had only nine that 
he could present to the Committee. A few others 
were examined by the individual members. Their 
report was that the remedy was not of value. 


Contrary to our Code of Ethics we are dealing 
with a secret remedy; it is not professional for 
a physician to prescribe a secret remedy; many 
of us do it sometimes, but this is an aggravated 
case, 


Dr. Koch has made some very curious state- 
ments. He agrees with Dr. Bulkley, who has done 
more harm than any individual in this country 
by attributing cancer to a constitutional poison. 
We all know that in late years many cases of 
cancer of the breast, etc., have been cured by 
operation. I have some myself of ten years dura- 
tion. This could not be if the disease was not 
local at the time of operation. 


1. Statement purporting to be that of Dr. 
Mayo: “After amputation of a cancerous breast 
under the most favorable circumstances I believe 
that in ninety-nine cases out of a hundred the 
disease returns. I asked Dr. Mayo about this 
and he said: “I think my brother is the one this 
is attributed to, but it is not true.” 


3. He also quotes Sir James Paget: “I am not 
aware of a single case of recovery, and as to the 
influence of an operation in prolonging life, I 
believe the removal of the local disease makes no 
material difference in the average duration of 
life.” Of course, at that time we did not have 
the cures we have today nor the advanced sur- 
gery. Sir James Paget would be in favor of Dr. 
Koch’s proposition regarding recurrence. 


4. “In certain parts of Canada radium has 
been prohibited, and the better hospitals of our 
country have discontinued the use of radium.” 


5. “No one yet has been able to discover a man 
cured of cancer by radium.” 


6. “Radium has been ostracized by law in cer- 
tain localities.” 

Then he states that his remedy is a synthetic 
chemical compound of definite molecular arrange- 
ment. He further states that it “is absolutely harm- 
less to the body,” which is not in accord with Dr. 
Allen’s statement. Now whether the harm is the 
direct result of the medicine or is the result of the 
liberation of the toxin, as Dr. Allen believes, the 
result is the same, it is a dangerous remedy. 


He makes this statement also, that the restora- 
tion in some cases was so complete “that as the 
cancer disappeared under treatment and the area 
healed, it became covered with normal skin, even 
with replacement of sweat glands.” 
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9. “His cancer was large enough to furnish 
material for a good deal of muscle reconstruc- 
tion.” Grace’s case, p. 26, 


10. Case 28, p. 27. “The silly medical world 
uneducated in the sciences as it predominantly is, 
looks upon this lump as the disease, and says, cut 
it out, when it is only one of the last manifesta- 
tions of a constitutional disease that had existed 
some time previously. Is there any wonder that 
surgery, X-ray and radium are utter failures in 
the treatment of cancer?” 


11. “When the medical profession as a whole 
has proven itself receptive and free from the 
shackles of the American Medical Association, we 
will gladly instruct them in our method and pro- 
vide them with the treatment. This has been our 
original intention.” 


Now I made a proposition to Dr. Allen long 
ago, in January, that I thought the only way to 
settle this was to insist on certain things: 


First—That a Committee be appointed by this 
Society to investigate on its merits. 


Second—That this Committee should communi- 
cate with Dr. Koch and that a sufficient amount 
of the remedy be furnished for an adequate 
investigation. 


Third—That if the Committee found the remedy 
of value they would so report and give Dr. Koch 
credit for his discovery. 


Fourth—That if not of value they would so 
report. 


Fifth—That if Dr. Koch were not willing the 
Committee would so report to the Society and we 
would have nothing further to do with it. 


Dr. Allen stated that Dr. Koch had been treated 
so badly by Committees that he would have noth- 
ing to do with them. I told him that we ought 
to have an impartial Committee to settle this 
matter. Dr. Koch would not permit an appointed 
Committee—would have nothing to do with a 
Committee. 


Now I think there are a few things one ought 
to understand. I do not know the treatment, but 
taking the position I do, some of them appear to 
me to be absurdities. 


Dr. Koch maintains that much benefit is often 
accomplished by bicarbonate of soda and hot 
water drunk, or by enema of warm water and 
bicarbonate of soda, 1 dram to the gallon. 


In serious cases hypodermoclysis of salt solu- 
tion should be used, never by infusion for fear 
of overloading the heart. Never use _ glucose 
solution. 


Medicines often exercise harmful effects. 
talis is dangerous. 


Digi- 
For the heart cactus tablets 
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(homeopathic), one every ten to fifteen minutes 
for several hours if necessary. 


Morphine for pain, always by mouth. 


Bicarb. soda and mineral oil are the only medi- 
cines that can be used without harm. 


Heat in hot water bags useful, but electric pads 
objectionable. 


Codeine, aspirin, arsenic, mercurials, aromatic 
spirits of ammonia, glycerine, alcoholics, etc., are 
positively harmful. 


The above with the diet list meets all indi- 
cations. 


Now, gentlemen, I want to say something about 
this remedy. I read a paper of Dr. Koch’s pub- 
lished October 30, 1920, in the “New York Medi- 
cal Record.” Dr. Koch reported some nine cases 
cured, he asserts, by the injection of what he calls 
thrombin. He had arrived at this through some 
experiments on the parathyroid and investigation 
of coagulation. These nine cases were just the 
counterpart of those he reports in his bulletin 
with the new remedy (if it has been changed). 
He states in this report even that he was able to 
differentiate between a cancer of the stomach and 
an ulcer of the stomach by the reaction in the 
one case and its absence in the other. 


The cases published in this Journal, “New York 
Medical Record,” October 30, 1920, are cases re- 
sembling very strongly, and just as wonderful, as 
the cases reported later in this St. Mark’s Bulle- 
tin. I do not know, nor have I been told what 
this treatment is, but there is one thing certain, 
gentlemen, that we are dealing with a secret 
remedy, which no scientific man ought to handle. 
The laboratories all over the country are working 
full time and there is not a single one that has 
found a successful treatment of cancer. Dr. Koch 
says he has. Dr. Glover says he has found it. 
Whether Dr. Koch has found the organism or not, 
he has not shown it. 


Dr. Allen is sincere and I do not reflect on any 
statement he has made. We have talked fre- 
quently on this subject and he knows how I feel 
about it. He knows that I am opposed to going 
on with this thing as a secret remedy. 


Dr. F. W. Parham—Question to Dr. Allen: 


Would Dr. Koch be willing to make known this 
remedy, patent it and turn the patent over to 
Tulane University or some institution that we re- 
gard as reliable? Of course, we understand in 
the case of insulin that that was the necessary 
thing to do to prevent the remedy from being 
improperly prepared and hastily used. After the 
period of probation it had met with the require- 
ments and it then became a generally accepted 
remedy. Now we have insulin, which we all re- 











gard as one of the most valuable remedies, under 
certain conditions, that we have. 


If Dr. Koch has a remedy of value, as medical 
men, we ought to have nothing to do with it until 
he patents it and turns it over to an Institution. 
I do not believe the profession can be got together 
and acknowledge Koch’s remedy as a good thing 
until he has removed the veil of secrecy. 


Answer by Dr. Allen: 


Dr. Koch has discussed some plan for an In- 
stitution which I will mention in closing, but he 
does not think the remedy should be made public 
until better understood. 


Dr. F. W. Parham—In answer to Dr. Allen: 


I would not agree to that plan at all in as far 
as I am personally concerned. What I insist on 
is that the remedy be made known first, with the 
proper safeguard of the financial interest of Dr. 
Koch. The remedy must be known first, as in- 
sulin was—this is parallel to insulin. We have 
got to quit using it as a secret remedy and thereby 
give up possibly a valuable remedy, or accept it 
on the evidence you have gained, which I do not 
believe is sufficient. Nor do I agree to an exam- 
ination of the cases. That naturally would be 
part of a systematic investigation, but would not 
be satisfactory. I have a case myself which I 
might report, a case that had no reaction what- 
soever, but one has to have a good many cases 
of that sort. 


We have to begin right, to be informed what 
we are using and the dangers of using it. The 
remedy must be taken out of the domain of 
secrecy. 


Dr. F. W. Parham—Question: 


Dr. Allen says, and that agrees with Dr. Koch’s 
statement, that this is a synthetic compound of 
definite molecular arrangement. He stated, in 
1920, that the remedy was “tissue thrombin,” 
which is not an antitoxin compound. May I ask 
Dr. Allen for some information on this point? 
Whether, if he is in a position to state, it is the 
same as he now uses? 


Question: 


I would like to ask Dr. Allen if I might read 
my answer to his letter of January 8th? 


Note: Letter read by Dr. Allen: 
Dr. F. W. Parham, January 8, 1925. 
City. 


My Dear Doctor: 


Your communication regarding the Koch treatment was 
immensely appreciated and after reading it I cannot help 
but feel that I did not make myself sufficiently clear dur- 
ing our recent conversation. 


While I had heard of it and made some investigations 
last summer the matter was not forcibly brought to my 
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attention until last fall when a patient of mine left me 


and went there. There was also another patient from 
this neighborhood there at the same time, from the fami- 
lies of both cases. Call- 


ing to mind what I had learned last summer, which had 


I learned they were improving. 


prompted my investigation, I decided to write to Dr. 
Koch. There were points in his first letter which were 
not clear and I wrote again. His second reply was more 


communicative and discussed 
treatment. 


some features about his 
Dr. Koch told the two patients above referred 
to that I had written him and he had answered telling 
me something of his antitoxin. 

The patients in writing home conveyed this informa- 
tion which reached the family doctor, a friend of Dr. X. 
Dr. X called on me and told me what he had heard. I 
told him what I knew and showed him Dr. Koch’s letters. 
I suggested that he take his wife there, this he said he 
could not do as she was not able to travel. We finally 
decided on a telegram which Dr. X sent. Dr. Koch re- 
plied and sent the treatment. 


Another case came to me in a similar way and after 
their urgent solicitation I agreed to do what I could and 
procured a second dose. I finally received several doses 
and had some very astonishing reactions after its use. The 
patients and families first referred to returned about this 
time and all told very remarkable stories. Further corre- 
spondence followed from which I learned that Dr. Kech 
would discuss the professional side with me if I would 
come there. 


I went. As a result of this visit I learned that Dr. 
Koch is unquestionably curing cancer. That he is a man 
well equipped to have accomplished what he has done. 
That he has been forced into his 
that he intends to make 
recognition. 


present position and 
it public when given proper 


I am convinced of what I have seen and that the truth 
cannot be suppressed. 


My intentions have been to use it on a few hopeless 
eases and if results justified interest others and grad- 
ually bring about a situation that would arouse more 
general action which would result in all being given the 
benefit of this’ discovery and protect Dr. Koch 
such way as has been done with insulin. Dr. Koch has 
already formulated some such plans. There is no prob- 
lem that has not a solution and I am convinced this can 
be brought about. Certain unpleasant reports, however, 
having reached me and for fear that my motives may be 
misunderstood, 


in some 


I felt that the only safe course was to 
ask a few of the profession to meet and discuss the 
matter. 


Was I wrong in helping Dr. X in his distress? 
I wrong with the next case? 
learned there was something in 
Koch was approachable 


Was 
Was I wrong after I 
it and feeling that Dr. 
in going to him? Now that I 
have seen a large number of cures am I wrong in using 
it in absolutely hopeless cases? 
at a man that 


Must I too cast a stone 
is down because someone else has done 
so when I feel he may yet do great good, or should I 
have the courage of my convictions and tell what I know? 

The object of the meeting at my house was not in 
any way to endorse Dr. Koch but to state to them what 
I was doing and ask their indulgence in agreeing to my 
using it in hopeless cases that came to me for relief. 

Aside from any opinion which I hold the reports made 
by Drs. X and Z would certainly justify further obser- 
vations and I particularly request that you talk to both 
of these men. 

The situation I feel is a very delicate one but it is 
also a big one and fully capable of developing as I have 
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outlined above. It is too early to ask for any investi- 
gation. I feel we should await some results as the 
treatment is full of reactions, capable of misinterpreta- 
tions. Later on if we get no results we have nothing 
to ask for, if we do we then know what to look for in 
any cases placed before a committee. 

Dr. Koch told me he would not distribute it broadcast 
when its use is not understood but will be glad to have 
me supply those who will use it properly. This, of course, 
is a tentative arrangement; it can later be stocked at 
a suitable place but this' idea cannot be entertained at 
the present time. 

I beg that you carefully consider what I have said 
and withhold any judgment on this matter, at least for 
the present. If it is the truth we cannot stop it and 
I feel it is worth the most thorough and careful investi- 
gation on the part of the profession. Let me work as 
I have proposed, join with me if you will, and let the 
result be my judgment. 

With the deepest appreciation of your friendship, I 
am, Sincerely yours, 

(Signed) CARROLL W. ALLEN. 





Dr. C. W. Allen, January 9, 1925. 
New Orleans. 
Dear Doctor Allen: 

I am just in receipt of yours of January 8. I have 
read carefully what you say about Dr. Koch and his cancer 
cure. I think you have made yourself perfectly clear, as 
you did in our conversation previously. I grant freely 
that in the inceptidn you did right in not casting aside 
the information you received, but I do feel that you 
satisfied too easily with the statements' of Dr. Koch him- 
self and the words of the people treated by him, and did 
not ascertain, or if you did, did not give sufficient weight 
to the unfavorable reports from reliable sources of the 
man himself and his methods. If you had done so I feel 
that you would not have gone so far with Dr. Koch as 
you have done. I think you should regard the other 
side of the picture. This I have done to a sufficient 
extent to satisfy myself that his remedy is of very 
doubtful value and that the man himself is reckless in 
his statements and extremely careless in his handling of 
his patients. The evidence in my hands abundantly sus- 
tains this view. Now, as I wrote you previously, we 
are confronted with this situation: Either we must re- 
ject utterly a method which you seem convinced has much 
merit or we must allow our patients to believe in implicitly, 
and spend their money, on a fake remedy which can do 
no good and may, indeed, prove responsible even for deaths. 


Feeling this way about it, I see no other course than 
that suggested in my first letter to you. If Koch is 
honest, he will do it. If not, the truth ought to be known. 
If he be really honest and has a good thing no harm can 
result to him financially. If his remedy is as good as 
he says, safeguards for his financial interest can easily 
be provided, but we owe a duty to the public, which is 
so prone to think we refuse to acknowledge a remedy 
because it has not been ethically produced. 

Finally I would urge you personally to favor this 
course, for I believe if you persist in allowing yourself 
to be considered a quasi-endorser of Koch it will sooner 
or later do you great professional damage. The Glover 
cure for cancer has had even greater prominence, but has 
now been pronounced after careful, honest, investigation 
a worthless remedy. Glover thought he had the germ 
but could not demonstrate it. Let Koch show his germ 
and prove his case and no one would rejoice more than I. 





The world now is burning with desire to find the cause 
and cure of this great scourge. All the laboratories are 
diligently at work hunting for it, but so far have only 
the barest clue. Shall we be satisfied to have Dr. Koch, 
who seems afraid of the light, to scttle the question by 
his ipse dixit? I have several letters from reputable 
men in Detroit, who say that they know of no single 
substantiated case of cancer cured by Koch. 

Surely, we would all welcome such evidence. Such an 
investigation was carried out in the case of the diph- 
theria anti-toxin, Doyen’s Neoformans vaccine, and Bant- 
ing’s insulin, and later in Glover’s cancer cure. In all 
these cases the matter as to value has been settled. Shall 
Koch be allowed to go on undisturbed in the even tenor 
of his way, while he collects fees of $100.00 to $300.00 
for each injection? 

The investigation heretofore undertaken was not satis- 
factory chiefly for lack of Koch’s co-operation. I have 
evidence. I beg you to give the matter further con- 
sidcration. Yours sincerely, 

(Signed) F. W. PARHAM. 


RESOLUTION. 
I would move: 
That this whole matter be referred to the Board 
of Directors for its consideration; 


THAT they consult with Dr. Allen or any others 
they may see fit regarding the best plan of lifting 
the veil of secrecy from this question; 


THAT they would devise and report back to the 
Society some plan for the investigation of this 
matter. 


The important thing is to get rid of the mys- 
tery surrounding this method of treatment. I do 
not see how the Society can go any further in the 
investigation of its merits until the secrecy has 
been removed. 


Dr. J. J. Wymer (New Orleans): Dr. Allen in 
his paper perhaps left out something about the 
impression which Dr. Koch would give to the vis- 
iting doctor. I went up there on January third, 
fully convinced in my own mind that it was a 
piece of humbug. I inferred as much to Dr. 
Koch when I went into his office and asked him 
if he had anything he cared, or would permit, 
the outside doctors to look at. I told him I did 
not believe he could cure cancer, altho two cases 
in New Orleans which had come under my observa- 
tion showed marked improvement. He was very 
open and told me that if I could stay there for 
six months he would show me positive cures— 
that I was welcome to the Institution and could 
look at and examine every case that came in as 
long as I remained in Detroit. 





The following morning we met at his Hospital. 
He left the room, telling me that I was to ex- 
amine every new case that came into the place, 
take the history. I saw about twenty cases that 
morning, coming from all sections of the country. 
I quizzed them as to how they obtained informa- 
tion regarding the treatment, whether they had 
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received word from Dr. Koch to visit the insti- 
tution, whether they had _ been selected, etc. 
Without a single exception everyone of them 
stated that they had been sent there by other 
people who had taken the Koch treatment. Two 
or three of them came from Detroit, some from 
Cleveland, Pittsburg, New York, Boston, Balti- 
more, Iowa City, and one from somewhere in 
Nebraska. During my stay there (six days) I 
saw perhaps over 200 cases that were reported 
cancer. Many of these people I spoke to per- 
sonally and learned that they had been treated 
in institutions in Detroit and other Cities where 
the pathologists’, report was cancer. Some of 
them had had radium, some X-ray and others no 
previous treatment. The type of patient varied, 
embracing all classes, from the very wealthy to 
the very poor, ignorant emigrant. I cross 
questioned them all I possibly could to try and 
break them down and altho for several days my 
suspicions were unallayed I endeavored to pre- 
vent this from being apparent. I was requested 
to remain in the Institution and my meals were 
served there. 


So impressed was I with the remarkably good 
results obtained in many cases that, on return- 
ing to New Orleans from my visit, I presented 
these observation and impressions to the Staff 
of the Hotel Dieu. 


Dr. H. B. Gessner, (New Orleans): I think 
we are greatly indebted to Dr. Allen for under- 
taking this difficult piece of work and I hope 
that it is work which will prove successful. At 
the same time it must be borne in mind that 
there are cases of cancer that live a long time 
where X-ray or any other method of treatment 
is employed. 


I had occasion recently to present to the Touro 
Staff a patient who, at that time, had had can- 
cer for fourteen years—now almost fifteen years. 
With your permission I will give a summary of 
the case: 


Miss M., 45, unmarried, a seamstress, was ad- 
mitted to Touro Infirmary August 30, 1911, with 
a diagnosis of cancer of the breast. The history 
was that of a mass in the right breast noticed 
a year before admission, which had grown slowly 
and without pain. Examination showed a hard, 
fixed tumor in the right breast; skin and nipple 
were retracted; no axillary or supraclavicular 
glands involved. Amputation of the breast was 
performed, including the removal of both pectoral 
muscles, 


Pathologist’s Report (Dr. Harris) Adenocar- 
cinoma. She was readmitted January 7, 1919, with 
a secondary growth in the line of incision. More 
than seven years had elapsed since the original 





ALLEN—Some Informal Remarks on The Treatment of Cancer. 171 


operation. There had been evidences of recur- 
rence in the skin, small buttons, which had been 
destroyed with the Paquelin cautery. The sec- 
ondary growth, which was about the size of a 
25c piece, was removed by Dr. L. H. Landry 
under general anesthesia. 


Pathologist’s Report—None. November 4, 1922, 
she was again admitted. There was ulceration 
and induration at the center of the old scar, under 
ether an area about six inches square of chest 
wall was removed, including skin, muscle and 
ribs. The pleura was exposed, presenting small, 
discrete carcinomatous masses. The wound was 
left open for X-ray therapy. 


Pathologist’s Report (Dr. J. A. Lanford)— 
Secondary Carcinoma. There have been numerous 
exposures to the X-ray under the direction of 
Bowie. At times skin lesions about the site of 
the old scar, apparently have dried up and dis- 
appeared under vadiction; however, new lesions 
have kept appearing, and the right side of the 
thorax in front presented but little healthy 
tissue. The sternal end of the clavicle is much 
enlarged and the bony elements of the right 
hemi-thorax are deformed. Recently skin lesions 
have appeared over the left thorax and two con- 
siderable growths have developed in the left loin 
and in the left groin. The loin growth was re- 
moved in October and the Pathologist’s Report 
(Dr. Lanford) was Gland Cell Carcinoma. 
Apparently the viscera have escaped; lungs and 
liver seem free from disease. No mediastinal 
involvement. 


This patient probably has not a long time to 
continue in the land of the living. However, it is 
interesting to know that she has had the cancer 
for fifteen years and is still on her feet. She still 
comes to see me occasionally. 


Dr. Wilson, of the Mayo Foundation, whom I 
met at Charleston last December, says that in 
these cases the examination of the blood is of in- 
terest. He finds that patients doing well with 
cancer show increased cholesterol. In the blood 
from this patient examined by Dr. Lanford there 
was a low cholesterol content, 110 mg. cholesterol 
per 100 cc. The reason for the low cholesterol 
content in this case may be the fact that she is 
on the down grade, is getting thinner and is not 
as strong as she was. 


I wish to call attention to this case, as one 
showing an unusual degree of resistance to cancer. 
It may be that in some of the cases reported cured 
by the Koch treatment the same factors are at 
work; some have had X-ray treatment, some 
radium; possibly high degrees of resistance to 
cancer contribute to their apparent recovery. 

Dr. Louis Levy (New Orleans): As Chairman 
of the Investigating Committee appointed by the 
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Staff of the Hotel Dieu, I would be remiss if I 
did not say something in regard to Dr. Allen’s 
paper. Dr. Allen’s paper has explained whatever 
he knew about this treatment and he has asked 
the co-operation of the profession in general. The 
first case I had asked for the Koch treatment, I 
went to Dr. Allen and told him about it, and he 
said: “The treatment is here for anyone who 
wants it. I will be glad to give it to you and 
show you how to use it as far as I know, but it 
is understood that there is nothing certain about 
the treatment.” 


Since that time a Committee has been appointed 
by the Staff of the Hotel Dieu for the investiga- 
tion. The committee is composed of Drs. J. J. 
Wymer, J. T. Nix, M. Couret, S. C. Jamison and 
myself. We have had two cases that have had no 
treatment by radium or X-ray. We are not going 
to give any data for at least six months, after 
this time we are going to tell you something about 
the Koch treatment of cancer. 


Dr. Allen’s report has nothing of a misleading 
nature. As you see, he reported his failures as 
well as his apparent successes. Already we have 
had some failures, but we have learned something 
of this treatment which gives us encouragement to 
go on. This Committee will be glad to have cases 
that have had no treatment and we will give them 
the Koch’s serum with Dr. Allen’s permission and 
co-operation and will report to you the result after 
six months. 


I may state that in the letter mentioned by Dr. 
Allen, Dr.Koch has made an offer of ten or fifteen 
doses free of charge and that I have used two of 
these already. 


Dr. I. I. Lemann (New Orleans): Could not 
Dr. Koch protect himself by patenting this remedy 
and holding the patent himself, not asking the 
sanction of any institution since it would seem 
that no institution would care to assume the 
responsibility? 

Would it not then be possible, once the nature 
of the remedy was made clear and certain, to 
obtain from philanthropic individuals funds to 
permit reimbursing Dr. Koch for the actual cost 
of the preparation in order that it might be tested 
clinically? 

Dr. Isidore Cohn (New Orleans): I want to 
ask a question. If this is going to be done for 
investigative purposes, can this be obtained free 
of charge, or must these patients who are being 
investigated pay for the remedy? 

Dr. Paul A. McIlhenny (New Orleans) : 
it be possible for you to write to Dr. 


Would 
Koch 


suggesting that he patent this remedy and then 
supply sufficient to a committee that would be 
agreeable to you, as his representative here, for 
investigation? 
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Dr. C. W. Allen (New Orleans) closing: I 
want to say that I appreciate very much the in- 
terest with which this subject has been received 
because it has been under very serious criticism, 
but as I said in my paper, I am honest and 
sincere and I have seen a great deal that has 
profoundly impressed me. 


Before I went to Dr. Koch I had a statement 
from him that he would be open to the minutest 
inspection and the only thing he asked was that 
if I found his treatment as represented that we 
would accord him recognition as having discovered 
something useful to cancer. During my investiga- 
tion I went into everything that took place in his 
institution and on two days read all of the letters 
which he received. I sat across the table from 
him and he opened his mail and after reading he 
passed the letters over to me, sometimes making 
some comment. 

While visiting him I saw a great many very 
remarkable things which I have not referred to. 
My experience here is alone referred to in my 
paper. 

After my return I felt I should place the matter 
before my confreres and accordingly invited 
twenty-five of my medical friends to meet at my 
house and asked their indulgence in allowing me 
to use it. I later had some correspondence with 
Dr. Parham, who was very kind in advising me 
about this matter and with whom I discussed it 
very freely. I have seen so much of its use that 
I believe there is something in this that pro- 
foundly affects cancer tissue and have felt that 
if Dr. Koch alone has been able to accomplish 
this much with it what might not be accomplished 
if we could get hold of it and investigate it in 
some of our great laboratories. 

Now gentlemen I do not wish to defend Dr. 
Koch but there is a great deal about this treat- 
ment that has seemed very satisfactory and I am 
convinced through the large number of cases seen 
that there is enough in it to permit us to try to 
get hold of it and make it right. Dr. Koch has 
made a great many mistakes. He is a peculiar 
kind of man but I believe he has something worth 
while and this belief has been strengthened by my 
experience in the past few months. 


Now to answer a few questions: 

About the Charges: I have no means of deter- 
mining what it costs Dr. Koch but I was told by 
a patient that he charged as high as $300.00 in 
one case and $100.00 in another. This, however, 
included a great deal of attention and services for 
two months, which was the only fee he made. In 
some cases he makes the charges less. He says it 
takes six months to make and the process is slow 
and tedious. Of course I have no means of deter- 
mining this and feel it is of secondary importance 
if we can get it and get it right. 























Aktout the Committee: Dr. Koch did say when 
I came back that he would have nothing to do 
with a committee at the present time, that he 
would want to know something about the com- 


mittee and after doing so he would be glad to 


co-operate but would not bind himself to any 
degree but that’ later when he felt we had ac- 
quired some knowledge regarding the action of the 
preparation he would make a different arrange- 
ment with the committee, and as he now feels we 
have acquired some knowledge I understand he 
has lately written to Dr. Levy, Chairman of the 
Hotel Dieu Committee, making him some formal 
proposition. 


I told Dr. Koch there would have to be some 
early and satisfactory solution of this problem. 
He agreed to some already established institution 
taking over the handling of the treatment or the 
organization of an independent institution for the 
turpose, inviting a representative of the Marine 
Hospital to affiliate and co-operate with such an 
institution. 


In answer to Dr. Parham’s question regarding 
the petenting of Dr. Koch’s treatment, I do not 
think so either. I originally had some idea in 
my mind about getting it for Tulane. Dr. Koch 
had some idea about trying to utilize simulta- 
neously several institutions but I am satisfied he 
will consider one, and I am taking the stand before 
the Society tonight that I will write Dr. Koch and 
get him to state very definitely to what extent he 
will go but I must say, gentlemen, that I was not 
prepared to ask for that sort of thing tonight. 
This is a preliminary report. I know Dr. Koch 
has something of merit and wish only to prove 
this point and to justify my having used it to try 
to determine the degree of merit, and I feel I 
should be given some privilege and latitude in 
making these investigations and do it without 
criticism. I will suggest that a committee be 
appointed. Let the committee examine every case 
treated. Go to the families of the patients that 
died and talk with them and let that committee 
report back to the society, which may later take 
it up with Dr. Koch. I do not think we are ready 
yet for the institutional proposition and I do not 
believe we ought to go so fast. I want to be con- 
servative. I have seen quite a few cases. In some 
instances the results were bad but in a series of 
twenty-eight cases which were treated eight were 
as bad as many of those reported. I have a great 
many that look as if they are on the road to 
recovery. There have also been some bad results 
in the hands of others but the treatment is com- 
plicated and must be understood. You cannot just 
give the injection and turn the patient loose. 
Following the injection you often see very pro- 
found reactions, then after three or four weeks 
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the cancer mass begins to disappear and toxemia 
sets in. 


Now I do not know how far the society wants 
to go but I do wish to put myself on record as 
being honest in this matter and to ask that the 
investigation of a man with clinical experience 
should be tolerated. If the institutional propo- 
sition is to be taken up with Dr. Koch I would 
suggest the more conservative course for fear that 
in a few months hence we might decide we would 
not want it. Appoint a committee, let that com- 
mittee investigate and then report back here. I 
propose later to make a final report in which I will 
make a frank statement of my results as I feel 
I am not yet through. 


Question by Doctor: 


Is Dr. Allen making that as a motion? 
Dr. Allen’s answer: 


No I am putting that as a thought. I am not 
willing to endorse this in a unqualified way but I 
feel that it has merit and should be tried in in- 
operable cases. 

In answer to Dr. Parham: 


I must say there has been nothing confidential 
between myself and Dr. Koch. I would be glad to 
have you see him. He discussed the very thing 
which has been mentioned here tonight. He did 
tell me that some years ago he wrote an article 
on thrombin which was somewhat different from 
what he is now using. I do not know whether 
that was a synthetic preparation that he adopted 
that name for but I do know that the present 
substance that he now uses is synthetic and takes 
a long time to make. It is very unstable and has 
to be kept under perfect conditions and used when 
fresh. 

I discussed the matter of his furnishing this 
treatment free for charity patients. Dr. Koch 
said it was too expensive for him to furnish free 
but if we could get up a charity fund he would 
supply it at cost. I accordingly talked this over 
with some friends here and Mr. Salmen gave me 
$500.00 for this purpose, which we used in sup- 
plying doses for these patients, but as there was 
so much feeling about the whole matter I did not 
care to go further with it and did not wish to be 
considered Dr. Koch’s agent and consequently did 
not replenish this fund. I know that Dr. Koch 
will not distribute it broadcast as it must be kept 
under proper conditions and used understandingly. 
It no doubt is as he says, expensive to make under 
present conditions, but he told me that if manu- 
factured in quantity the price would probably be 
reduced one-half. Trained assistants could, no 
doubt, make it but he is afraid to leave this to 
them at present. 


Now, is it agreeable that I write to Dr. Koch 
and ask him to patent this and turn it over to 
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an institution? If the society does not wish to 
commit itself in this way it can be done by others 
with official approval. 


SUBSEQUENT CORRESPONDENCE.* 


La., 
1925. 


New Orleans, 
July 2nd, 
Judiciary Committee, 
Orleans Varish Medical Society, 
1551 Canal Street, 
New Orleans, La. 


Gentlemen: 


Fully recognizing the incompatibility of my duties as 
a member of Organized Medicine with any professional or 
business relations with secret or proprietary remedies as 
opposed to the principals of ethics which govern a liberal 
and humanitarian profession, I hereby declare that I have 
severed all professional and business relations with Dr. 
W. F. Koch of Detroit, Michigan, as the inventor, manu- 
facturer and specific treatment of cancer. 
I hereby make it also clearly and unequivocally under- 
stood that I shall 
said Koch Cure as one of 


promoter of a 


have no further connection with the 
its advocates and endorsers, 





ALLEN—Some Informal Remarks on The Treatment of Cancer. 


and that henceforth I shall cease to administer or dis- 
tribute this treatment or recommend its administration to 
my patients or those of other practitioners as long as its 
composition and manufacture remain a secret monopoly, 
and only resume its use, if I deem proper, after its com- 
position and manufacture has_ been wholly, clearly and 
definitely revealed to the profession through the recog- 
nized organs of the medical press. 


I wish, however, to qualify in this otherwise absolute 
renunciation of the Koch treatment with the request that 
I be permitted to complete the observations on the patients 
to whom I have administered the treatment in a purely 
experimental way, and for which treatment there will be 
no fees charged or payments collected for services relative 
to the Koch Cure. 


In making this declaration I trust that the objection to 
my continuance as a member in good standing of Organized 
Medicine will be removed. 

I will furnish your Committee at an early date the list 
of cases now under treatment. 

Yours very truly, 
CARROLL W. ALLEN. 


*See Bulletin of Orleans Parish Medical Society in this 
issue. 
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MISSISSIPPI AND TEACHERS OF 
SCIENTIFIC SUBJECTS. 


Close on the heels of the Scope trial in 
Tennessee comes the prediction from Gov- 
ernor Whitfield that we are to have an 
anti-evolution law introduced at the next 
meetng of the Mississippi legislature. It 
will be well for the medical profession to 
think over this forecast from every angle. 
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You can not legislate a man into Heaven. 
Tennessee’s experience has shown that 
books on evolution are being drawn from 
the public libraries by more people now 
than ever before—and by people who never 
thought of asking for such. It is but 
natural that the very perversity of human 
nature will prompt a person to investi- 
gate for himself an interdicted subject, to 
which, in the ordinary course of events, 
he would have paid no attention. Let 
someone suggest that a play be prohibited, 
and the manager is forced to hand out his 
“standing room only” sign. Witness the 
effect of the Volstead act on the whole 
country. 


We have already in this country a postal 
regulation—thanks to Anthony Comstock 
—which prohibits the sending through 
the mails certain scientific matter per- 
taining to birth control. Imagine a self- 
appointed arbiter of morals being able to 
bring to pass such a condition as exists 
in no other civilized country on the face 
of the globe. The physicians of America 
are as well educated a body of men as 
may be found anywhere else. Their 
trustworthiness has never been questioned. 
But already they are being told what they 
may read, and when they may prescribe 
certain things! Now comes the proposal 
to regulate their thoughts. 


An anti-evolution law will emasculate 
our colleges and schools. The teacher with 
any moral stamina will simply move to 
another location where he may teach the 
Truth. As a result, we shall evolve a 
teaching corps in this state consisting of 
weaklings, whose main urge will be to “get 
the money”. 


They will teach complacently what the 
“state” directs. Only ten years ago the 
rest of the civilized world was pointing 
to the government-controlled teachers of 
Germany, and their doctrines. 


Judge Fain, in his Commencement Ad- 
dress at the Mississippi State College for 
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Women this year, urged that we consider 
most seriously the results that may come 
from the Tennessee law, and from such 
court procedures as that at Dayton. He 
pointed out that it was striking at the very 
foundations of freedom of speech, free- 
dom of thought, and freedom in religion. 

The petty mind has always rebelled at 
the thought of taking in some fact that 
was new to it. But the broad mind sees 
in each new discovery fresh evidence tes- 
tifying to the glory and power of the in- 
scrutable Infinite, and feels that His laws 
always work in an unchangeable orderli- 
ness, often beyond the comprehension of 
our finite, human minds. Thus the phy- 
sicians and other scientists, have come to 
know that there is no conflict between re- 
ligion and science. 


It, therefore, behooves us, as disciples 
of Aesculapius so to guide those who right- 
fully look to us for leadership in sanita- 
tion and in the art of healing that they 
may avoid the pitfalls, unwittingly placed, 
maybe, in their path by the intolerance of 
the petty-minded. If the proper education 
of physicians is to be interfered with, who 
is to take up the staff of leadership when 
our hands falter? 


For many years Mississippi has been 
pointed out as one of the most illiterate 
states. Only in the last few years have 
we been able to so strengthen our Depart- 
ment of Education as to enable the state 
to work to a more enviable standing. Such 
thoughtless laws can only hinder our pro- 
gress. 


Let us therefore, in the few weeks that 
remain before the Legislature meets, do all 
that we may to show the public the threat 
of danger hidden in such a law. 





TULANE GRADUATE SCHOOL OF 
MEDICINE. 


Medical Education has advanced rapidly 
during the last decade and quite a number 
of institutions unable to meet the require- 
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ments of the Council on Medical Education 
of the A. M. A. have fallen by the wayside. 

This however applies more particularly 
to Under-graduate Schools; the question of 
Graduate Schools having been somewhat 
neglected, only recently has it begun to 
receive the very serious consideration it 
deserves. 


In this connection we observe with a 
great deal of interest and satisfaction the 
reorganization by Tulane University of its 
Graduate School of Medicine, in order to 
satisfy the present day demands for more 
technical training. 


This School was organized in 1888 as the 
N. O. Polyclinic by a number of progressive 
younger members of the local profession 
and gave post-graduate work as an inde- 
pendent school until 1906 when it became 
a part of Tulane University, since which 
time it has continued its course of instruc- 
tion. 

Just as has been the case elsewhere the 
efforts of the University authorities have 
in a great measure been concentrated upon 
the advancement of the Under-graduate 
School in order to keen it in the front ranks. 
Now that these measures have been ac- 
complished, to a great extent at least and 
realizing the pressing demands for higher 
Graduate work, the Board of Administra- 
tors recently ordered a complete reorgan- 
ization of their School. 


The President of the University, the 
Medical Advisory Committee of the Board 
and a special Reorganization Committee 
have labored industriously throughout the 
summer months, perfecting plans so as to 
avoid any interruption in the work of the 
School. 


They have now reached a point where 
we are in a position to say the School will 
be prepared to offer three classes of in- 
struction, namely: Review Courses, Short 
Intensive Courses and Courses leading to 
a Degree. Review Courses such as have 
here-to-fore been given as Post-graduate 
work will be continued, but every effort will 




















be made to improve the class of work of- 
fered, by the addition of auite a number of 
teachers to the Faculty and in the sub- 
division and arrangement of the courses so 
as to cover the subject more effectively and 
in a shorter time. 


Short intensive Courses may be arranged 
in various subjects for students requiring 
training of this character. 


Following recommendations of the Coun- 
cil on Medical Education provisions will be 
made for Graduate work leading to a De- 
gree. A Permanent Committee on Graduate 
Studies is now carefully working out plans 
and when these are completed it is expected 
that comprehensive courses will be offered 


in various branches including most of the 
specialties. 


This we anticipate will prove one of, if 
not the most important subjects in the near 
future offered by Graduate Medical Schools. 
We see in this move by Tulane a most im- 
portant epoch in Medical Education and one 
which will not only be of local interest but 
will attract the attention of the medical 
profession throughout the entire country. 


Tulane University with its highly trained 
corps of teachers, with free access to the 
enormous and varied clinical material af- 
forded by the great Charity Hospital, Eye, 
Ear, Nose and Throat Hospital and Touro 
Infirmary should and no doubt will be able 
to offer all classes of Graduate work of the 
highest possible character. 


The authorities of the University pro- 
pose to co-ordinate the various agencies of 
the entire College of Medicine, to have a 
free interchange of ideas and to develop a 
strong spirit of co-operation which will in- 
evitably result in making New Orleans a 
great Medical center. 





Editorials. 


CORRESPONDENCE. 


July 30, 1925. 
Editor-in-chief, 
N. O. Medical and Surgical Journal, 
Whitney Bank Bldg., 


City. 
My dear Doctor :— 


In reply to your communication regard- 
ing the publication of my paper on the use 
of the Koch cancer remedy I feel it better 
for all concerned that this not be published, 
which request I have made before. 


There are two sides to this question— 
the ethical and the scientific and my dis- 
cussion deals entirely with the scientific. 
I had been impressed with the merits of 
Koch’s discovery and urged that something 
be done to make it right, feeling that if 
Koch did not have as effective a remedy 
as he thought, he at least had something 
that profoundly effected cancer tissue and 
my hope was that after putting the matter 
right it might serve as a key or starting 
point to the elaboration of something more 
effective when worked up and studied in 
our large laboratories. I did not pretend 
to defend the unethical side of the treat- 
ment but discussed the scientific side ex- 
clusively. The above views are amply 
brought out in my paper and the discus- 
sion that follows. 


I feel there are sufficient developments 
to bear me out in the statement that the 
treatment has merit. There are several 
cured cases here and others which have 
been tremendously benefited and look as if 
they may get well. In addition to this, other 
physicians, who visited Dr. Koch, came 
to the same conclusion I did and recently 
the Detroit City Council took action in the 
matter and requested their Board of Health 
to conduct an investigation. I enclose a 
letter received from the Board of Health, 
which explains itself. 


A careful consideration of the facts as 
revealed by this letter must suggest to your 
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mind a situation, which is to say the least, 
very unusual in view of the fact that the 
treatment has already been twice con- 
demned_ by both the local and national 
which should logically 
be best qualified to pass upon such mat- 


medica! societies, 


ters. 


It is not necessary here to recite the de- 
tails of how the investigation came about 
evidence produced. 
Many of these facts I can give you if 


or the character of 


wanted. It would, however, seem sufficient 
that the common council of a city of a 
million and a half people would take such 
action and incur the political animosity of 
the medical profession and place them- 
selves in a ridiculous light, subject to the 
severest criticism, if the evidence produced 


before them had not been convincingly and 
overwhelmingly in favor of Dr. Koch. 


It is also quite significant that the 
Board of Health, composed of such able 
men as make up its personnel, should have 
acceded to the reauest of the council if they 
could have taken any other course. One 
fact in connection with the action of the 
council I feel I should state as it has been 
said that if Dr. Koch had accomplished 
anything those in his own community 
should be in a better position to know the 
true facts. This investigation was con- 
fined to what had been accomplished within 
the Citv of Detroit with residents of the 
city as the council could not concern itself 
with outside affairs. 


It is also of interest to know that Dr. 
Koch was not in favor of the above pro- 
cedure as he preferred to have the matter 
straightened out within the profession, 
but could not afford to stop it without 
having it appear that he was afraid of an 
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investigation or wished to continue in his 
present status. 


A notable feature in this affair is the 
absence of any newspaper publicity. A 


charlatan would have capitalized this to 
the fullest extent. 


Immediately following the meeting at 
the Orleans Parish, at which I read my 
paper and feeling that the profession was 
not inclined to take any particular steps 
likely to result in righting the matter I 
wrote Dr. Koch and informed him that I 
had discontinued the treatment. I some 
time later wrote a more positive letter at 
the request of Tulane and agreed to abso- 
lutely discontinue both its use and advocacy 
in any way except to continue on the cases 
then under treatment, which was to be 
done under certain conditions. 


Having renounced the further use of the 
treatment, on ethical grounds, I feel that 
publication of my paper will only have an 
unfavorable effect and may bring the 
Journal into discredit. It will certainly 
be gotten hold of by the lay press and as 
there is certainly enough to it to justify 
anyone trying it and there are a great 
many arguments that. can be used which 
may be very hard to answer. There is 
also a great deal else that I feel will come 
out if it gets in the lay press, which I 
feel is very much better left out. 


I cannot help but feel that careful con- 
sideration of the subject must convince 
you that the above view is correct. 


I will be glad to hear from you as to 
what action is taken in the matter. 


With appreciation and thanking you for 
any trouble I may put you to, I am 


Very truly yours, 
CARROLL W. ALLEN. 











ce 


to 


or 
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“Every man owes some of his time to the up- 
building of the profession to which he belongs.” 
—Theodore Roosevelt. 


BULLETIN OF THE ORLEANS PARISH 
MEDICAL SOCIETY. 


During the month of June two meetings were 
held, one a joint Clinical Meeting with the 
Charity Hospital Staff was held in the Miles 
Amphitheatre at Charity Hospital, New Orleans. 
Interesting cases were presented and discussed 
by the members. The other was a scientific 
meeting and was very well attended. Three 
papers were read and discussed. 


The Judiciary Committee has been very active 
during the past month, several matters are pend- 
ing and a complete report of the action taken 
regarding the Koch Cancer Cure is attached 
to this bulletin. 


Four applicants were elected to membership 
and three are pending. The membership of the 
Society to date is 463, the largest in the history 
of the Society. 


At the last meeting of the Society the mem- 
bership voted to adjourn during July and August. 
The next meeting of the Society will be held 
September 22nd, 1925. 


REPORT OF THE BOARD OF DIRECTORS. 
Tae Koch Cancer Cure and Dr. Carroll W. Allen. 


The Board of Directors at its last meeting 
held July 6th, 1925, instructed the Secretary 
to publish the attached report and the dis- 
position of the above matter as part of the 
bulletin. Owing to the mass of correspondence, 
ete., only a summary is presented, the facts being 
reported in the order of their occurrence. 


On or about January 18th, 1925, the Board 
of Directors received a letter from Dr. Wilkes 
A. Knolle, associate of Dr. Carroll W. Allen 
stating that Dr. Allen was anxious to make a 
report before the Society of his visit to Dr. 
Koch’s Clinic. This letter was referred to Dr. 


John F. Dicks, Chairman of the Scientific Es- 
says Committee who wrote to Dr. Allen under 
“As there is 


date of January 22nd, in part: 


some question as to the ethical standing of Dr. 
Koch and his remedy the Scientific Essays Com- 
mittee concludes that if you care to read a paper 
for the purpose of asking an investigation of 
his remedy we will be glad to have your paper 
on this condition.” January 28th Dr. Allen re- 
plied to Dr. Dicks stating in part: “That he 
had some half dozen patients not yet suf- 
ficiently advanced regarding which no very 
positive statements could be made. He thought 
that these cases though would be impressive to 
the medical mind. He stated that a visit to 
these patients by a Committee or any other steps 
taken by the Society would be welcome by him.” 


Under date of February 13th, Dr. Allen wrote 
to Dr. Urban Maes, President, suggesting as the 
title of his paper, “Some Informal Remarks on 
the Treatment of Cancer.” In this letter he 
stated in part: “That he would have much 
preferred to have deferred such a discussion for 
several weeks or a month longer stating that 
this would give the patients under treatment a 
sufficient time to make recognizable progress 
either toward getting better or worse.” The Board 
of Directors replied to Dr. Allen under date of 
March 4th stating that his request to read a 
paper under the title, “Some Informal Remarks 
on the Treatment of Cancer” was granted. The 
Board insisted that these remarks be made in 
writing so that they may become a part of the 
official records of the Society. Dr. Allen’s at- 
tention was called to Section 10, Article 2, and 
its amendments to our By-Laws, and the request 


to appear on a future program was referred to 
Dr. Dicks. 


March 13th Dr. Allen acknowledged the letter 
from the Board of March 4th and asked for a 
copy of the By-Laws. 


March 20th Dr. Dicks, Chairman of the Scien- 
tific Essays Committee, wrote to Dr. Allen stat- 
ing that his paper was acceptable and that he 
had been placed on the program for Monday, 
April 27th, 1925. 


Dr. Allen appeared on the program of the 
Society, April 27th, 1925, and read a paper, 
“Some Informal Remarks on the Treatment of 
Cancer.” The discussion that followed was very 
free, several letters being read and were at- 
tached to the paper and form part of the minutes 
of that meeting. Following the discussion and 
the reading of the letter, the following motion 








180 


was made by Dr. F. W. Parham, seconded by 


Dr. Paul MclIllhenny and carried. ‘That the 
whole matter be referred to the Board of Direc- 
tors for their careful consideration in order to 
determine whether further investigation should 
be undertaken. At the meeting of the Board of 
Directors held May 6th, the matter of Dr. Car- 
roll W. Allen and his paper entitled “Some In- 
formal Remarks on the Treatment of Cancer” 
and his connection with the Koch Cancer Treat- 
ment, it was moved that it be referred to the 
the Judiciary Committee and all the data in our 
possession be placed at the disposal of this Com- 
mittee. It was further moved that the chairman 
of the Publication Committee be asked to with- 
hold the editing of Dr. Allen’s paper until 
the Judiciary Committee had made its report. 
The above motions were carried. This matter 
was then referred to the Judiciary Committee 
and in a letter of May 16th instructed Dr. Allen 
to meet with them. 


May 18th, 1925, Dr. Allen appeared before 
this Committee to answer to the status of the 
Koch Cancer Treatment. “The Doctor made it 
clear that he considered the Koch preparation 
used in the treatment, as_ strictly unethical. 
However, he is sincerely and honestly of the 
opinion that the method has merits and many 
possibilities and that his sole interest is to de- 
termine to a conclusion its relative merit. He 
stated that his work at present is in the hope 
of collecting a sufficient number of cases to 
permit a fair and impartial conclusion. The 
Committee is confident that his purposes are 
purely altruistic and he has no financial interest 
in the matter,” and recommended that the So- 
ciety appoint a Committee of Five of which Dr. 
Allen was to be a member and complete the 
investigation started and now being carried on 
by Dr. Allen and report back to the Society 
within a definite period of time. The above 
report was presented to the Board of Directors 
at its monthly meeting, June ist. The reply of 
the Board of Directors was as follows: 


“The recommendation of the Judiciary Com- 
mittee has been considered in this form on 
numerous occasions. The Board of Directors does 
not countenance this as a proper method of pro- 
cedure. We wish to call your attention to page 
9, Chapter 2, Section 6 of the Code of Ethics 
of the American Medical Association which we 
have adopted as our standard for the conduct 
of the practice of medicine. The Board of Direc- 
tors therefore requests that you give this matter 
your immediate consideration so as to conform 
with the laws that govern the practice of ethical 
medicine. The Board of Directors unanimously 
calls your attention to the fact that had your 
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re ommendations been accepted the whole So- 
ciety would be guilty of an unethical procedure, 
and in all honesty would have been compelled 
to sever its affiliations with Organized Medicine 
as represented by the Louisiana State Medical 
Society and the American Medical Association. 
If Dr. Allen desires to investigate this remedy 
further, he should in all fairness to our Organ- 
ization resign.””’ The above motion was made 
by Dr. Fenno, seconded by Dr. Gelpi and unan- 
imously carried by those present. 


The article of the Code of.Ethics which we 
wish to call your attention reads as follows: 


Section 6. Medical Laws—Secret Remedies. 


It is unprofessional for a physician to assist 
unqualified persons to veade legal restrictions 
governing the practice of medicine; it is equally 
unethical to prescribe or dispense secret med- 
icines or other secret remedies agents, or manu- 
facture or promote their use in any way. 


June 24th, Dr. Allen addressed a letter to 
the Judiciary Committee stating that he under- 
stood that their report to the Society on his 
use of the Koch Treatment has been referred 
back to them. He had asked to be advised when 
this matter came up for consideration. 


The Judiciary Committee met again July Ist, 
Dr. Allen being present, and he read a com- 
munication to the Judiciary Committee so that 
they could make their final report to the Board 
of Directors of the Society. His letter is attached 
as follows: 

Judiciary Committee, 


Orleans, Parish Medical Society, 
New Orleans, La. 

Gentlemen: 

Fully recognizing the incompatibility of my 
duties as a member of Organized Medicine with 
any professional or business relations with secret 
or proprietary remedies as opposed to the prin- 
cipals of ethics which govern a liberal and 
humanitarian profession, I hereby declare that 
I have severed all professional and business re- 
lation with Dr. W. F. Koch of Detroit, Michigan, 
as the inventor, manufacturer and promoter of 
a specific treatment of cancer. I hereby make 
it also clearly and unequivocally understood that 
I shall have no further connection with the said 
Koch Cure as one of its advocates and endorsers, 
and that henceforth I shall cease to administer 
or distribute this treatment or recommend its 
administration to my patients or those of other 
practitioners as long as its composition and manu- 
facture remain a secet monopoly and only resume 
its use if I deem proper, after its composition 
and manufacture has been wholly, clearly and 
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definitely revealed to the profession 
recognized organs of the medical press. 


through 


I wish, however, to qualify in this otherwise 
absolute renunciation of the Koch treatment with 
request that I be permitted to complete the ob- 
servations on the patients to whom I have ad- 
ministered the treatment in a purely experi- 
mental way, and for which treatment there will 
be no fees, charges or payments collected for 
services relative to the Koch Cure. 


In making this declaration, I trust that the 
objection to my continuance as a member in good 
standing of Organized Medicine will be removed. 

I will furnish your committee at an early date 
the list of cases now under treatment. 


Yours very truly yours, 


(Signed) CARROLL W. ALLEN. 


The final action of the Committee was as 
follows: 


“It was moved and seconded that Dr. Allen’s 
paper, “Some Informal Remarks on the Treat- 
ment of Cancer”, read before the Orleans, Parish 
Medical Society with Dr. Parham’s discussion 
and Dr. Allen’s letter of July 2nd to the Judiciary 
Committee be published as part of the trans- 
actions of the Orleans Parish Medical Society 
in its official Journal.”” This report was con- 
veyed to the Board of Directors at its last 
meeting held July 6th, was ordered accepted 
on a motion duly seconded and unanimously 
carried. The Secretary was instructed to prepare 
this in fact and to comply with the provisions 
of the above motion. 

The committee reports, communications, etc., 
are on file in this office, Dr. Allen’s paper, the 
discussions and his letter of July 2nd will appear 
in this or a subsequent number of the Journal. 

LUCIEN LEDOUX, M. D. 
Secretary. 


PRE AND POST-CONVENTION CLINICS. 


Physicians attending the Southern Medical 
Convention at Dallas, who will be routed through 
New Orleans, before or after the Meeting will 
have an opportunity of attending a well pre- 
pared Pre- and Post-Convention Clinic, which 
will be held in New Orleans under the auspices 
of the Orleans Parish Medical Society. 


New Orleans’ extensive medical faculties will 
be utilized to the utmost in preparing our up- 
to-the-minute program. A daily bulletin will be 
issued at that time. 
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The pre-convention dates are November 4th 
to 7th inclusive. The post dates being November 
13th to 14th. 

An invitation is issued through this medium 
to all Physicians who plan to be in New Or- 
leans at that time. 


MONTHLY BULLETIN OF THE SHREVE- 
PORT MEDICAL SOCIETY. 

The July meeting of the Shreveport Medical 
Society was held at Charity Hospital, on July 
7, at 8 P. M. The meeting was called to order 
by President Sanderson at 8:30. Minutes of 
the last meeting were approved. 


Dr. Barrow for his Committee reported fav- 
orably on the application of Dr. Leroy Harvard 
Scott who was elected to membership. Dr. Fur- 
man for his Committee on application of Dr. 
Sara Edna Huckaby, reported favorably and she 
was elected to membership. 


Dr. Stamper reported there is only about six 
to eight dollars in the treasury following about 
a three hundred dollar drain to pay the deficiency 
for the entertainment of the Tri-State Medical 
Society. 

He also read the following list of names of 
those who have paid their three dollar assess- 
ment for the entertainment of the Tri-State 
Medical Society meeting: Drs. Crow, Boaz, 
Picard, Adair, Rew, Sanderson, Walke, Furman, 
Heard, Willis, Willis, Jr., Pou, Knighton, Gar- 
rett, Slicer, Caldwell, Oden, and W. S. Kerlin. 
He ;equested that those whcese rime: are not 
on the list, send him their check for $3.00. 


Dr. J. M. Moseley, Bienville Parish Medical 
Society, and Dr. C. H. Potts of the Orleans 
Parish Medical Society, were voted on and ac- 
cepted by transfer. 


Ouachita Parish Medical Society furnished the 
scientific program. Dr. F. C. Bennett read an 
interesting paper on “The Use of Non-Specific 
Proteids in Eye Diseases.” Discussion by Drs. 
Boaz, L. W. Gorton, Bodenheimer, Stamper. 
Closing by Dr. Bennett. 


Dr. D. I. Hirsch talked on “The Early Diag- 
nosis of Intestinal Obstruction.” Discussion by 
Drs. Herold, Hendricks, Pirkle, Potts, Cassity, 
Heard, Bodenheimer and Barrow. Closing by 
Dr. Hirsch. 


Dr. Barrow showed X-ray pictures of a Metas- 
tic Carcinoma metasticising from the Prostate. 
Discussion by Drs. Rougon and Fleming. He also 
showed pictures of a patient of Dr. W. S. Kerlin 
of a medastinal tumor, apparently an aneurism. 
Discussion by Drs. Adair, Murphy and Thomas. 
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Dr. Garrett presented a patient with a poplateal 
aneurism. 


Some discussion as to dispensing with the July 


meeting. Adjournment at 10:40. 
R. T. LUCAS, Secretary. 


EIGHT CONGRESSIONAL DISTRICT. 


Dr. J. A. White, prominent physician of Alex- 
andria, delegate for the Eighth District Medical 
and Second Vice-President of the State Medical 
Society is taking in the sights and many advant- 
ages of the surgical and medical clinics of the 
Mayos at Rochester, Minn. 


The Avoyelles Parish Medical Society meeting 
at Cottonport on August 12th, had as its guests 
of honor, Dr. S. B. Wolf and Dr. George R. 
Beridon of Opelousas. Dr. Wolf read a paper on 
“Gunshot Wounds and their Prevention” The doc- 
tor stated that gunshot wounds from concealed 
fire arms were on the increase and the only pre- 
vention, is for the medical profession to foster 
proper legislation regarding them. 


Dr. G. R. Fox of Moreauville presented a paper 
on Medical Ethics, most of which was made up of 
excerpts from the code as prescribed by the Amer- 
ican Medical Association. Section 7 of Article 1 
of said Code was thoroughly discussed and it is 
the attitude of the medical men of Avoyelles to 
adhere strictly to this phase of the code and not 
to permit within its ranks men of the profession 
who are unfit because of deficient moral disposi- 
tion or limited education. 





Dr. H. W. E. Walther, of New Orleans, has 
been elected a member of the Council on Physical 
Therapy of the American Medical Association. 
This council serves in a similar capacity to the 
Council of Pharmacy and Chemistry. The duty 
of the council is to investigate scientifically and 
to report on the value and merit of physiotherapy 
apparatus and contrivances. The Council is com- 
posed of eight members as follows: two phy- 
sicians, two physiologists, two pathologists, and 
two clinicians. 

Dr. J. M. Hoffman, formerly Assistant Roent- 
genologist at Hotel Dieu, New Orleans, has been 
appointed Roentgenologist at the Pensacola Hos- 
pital, Pensacola, Florida. 


PHYSIOTHERAPEUTIC CONVENTION 


Physicians are invited to attend the Fourth 
Annual Physiotherapeutic Convention to be held 
at the Drake Hotel, Chicago, October 12 to 16, 
1925. Papers will be read and discussed by lead- 
ing physicians of national and _ international 
reputation in this field. For particulars see page 
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program in this issue. Demonstrations and ex- 
hibits of the latest apparatus and methods em- 
ployed in physiotherapy will be given. Physicians 
who are in good standing with their state medical 
association and can give evidence of that fact, 
are invited. Reservations may be made and pro- 
grams obtained by addressing the Educational 
Department, H. G. Fischer & Company, 2335 
Wabansia, Ave., Chicago. 


INTER-STATE POST-GRADUATE ASSEMBLY 
OF AMERICA, ST. PAUL, MINN. 
OCTOBER 12-16th, 1925. 


A splendid program, medical and surgical in 
character, participated in, by physicians of 
prominence, from all sections of the country, has 
been prepared for this Assembly. The General - 
Headquarters for all Scientific Sessions and Ex- 
hibits will be at the St. Paul Auditorium. The 
St. Paul Hotel, will be Hotel Headquarters. The 
sessions will begin at 7 a. m., and at 1 p.m. A 
banquet will be held at the end of the meeting. 


The Municipal Council of Paris has authorized 
school authorities to appoint hygiene workers in 
all the schools of Paris. 


A national exposition on health, social wel- 
fare, and physical training is to take place in 
Dusseldorf in 1926 under the auspices of the 
National Government and with the co-operation 
of the State governments and various private 
organizations. The purpose of the exposition is 
to point out to the German people the import- 
ance of proper care of the health, to enable them 
to meet their obligations in Germany and outside 


of it. More than 1,000 specialists in various 
fields are engaged in arranging for the ex- 
position. 

It is reported that tuberculosis is making 


serious ravages among the natives of Greenland, 
where the knowledge of the principles of hygiene 
is very primitive. A year ago a society for the 
relief of the children of Greenland was formed 
in Denmark (to which country Greenland be- 
longs), which already has 5,000 members. With 
the aid of the Danish Ministry of the Interior and 
Health Service and the officials concerned with 
the government of the island, measures have been 
adopted for the installation of a 20-bed hospital 
for tuberculous children. The society is also tak- 
ing measures for the protection of orphans in 
Greenland and is endeavoring to find foster 
homes for them. 
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To Members of the Mississippi State Medical 


Association: 


I have come to the conclusion that the medical 
doctor is an unusually modest man and quite averse 
to seeing his name in print. 

For two months I have written to each and all 
of the secretaries of the medical societies in Mis- 
sissippi, asking for news. 

Up to the time that we go to press (as the best 
newspapers say) only four secretaries have sent 
me any items. 

Doctor, if you want “your name in the paper”, 
tell your County Secretary about it. We are try- 
ing to make this an up-to-the-minute news column, 
but we must have co-operation if we are to. con- 
tinue this policy. 





The Mississippi State Board of Health calls at- 
tention to the fact that a baby born twenty years 
ago had a life expectancy of forty, whereas the 
infant this year has an expectancy of fifty-six 
years. Such an increase in the average length of 
life in such a short space of time demonstrates in 
a way that may be comprehended by everyone the 
value of our Public Health work. The early recog- 
nition of such conditions as nephritis, cardiac dis- 
eases, pulmonary infections, and their forerunners 
will go far to add many years to the average life. 

The routine annual health examination will be 
of the greatest value in this connection. Let every 
physician convince his clientele of this. 





Dr. Virgil LeRoy Payne, will practice in associ- 
ation with his father, A. G. Payne, of Greenville. 





Dr. and Mrs. Paul G. Gamble, have returned 
from a trip of several weeks through Europe. 





Dr. M. H. McRae, Corinth, returned from Chi- 
cago on August 1, where he went to attend the 
funeral of Dr. A. J. Oschner. 





Dr. W. M. Robertson, Rienzi, Mississippi, re- 
cently appointed Alcorn County Health Officer, is 
making a vigorous campaign against typhiod fever, 
having appointments and giving free vaccination 
at various places all over the county. 





Dr. W. M. Robertson, Rienzi, Mississippi, has 
returned from the American Legion Convention 
at Natchez, Mississippi, where he was elected Vice- 
Commander for the First District of Mississippi. 





The Harrison-Stone County Medical Society held 
its regular monthly meeting at the Women’s Club 
rooms, Gulfport, Mississippi, Wednesday, August 
5, 1925, with a good attendance, and an unusually 
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interesting paper was read by Dr. S. E. Dunlap 
of Wiggins, Mississippi. 





Dr. H. M. Folks and family, of Bilozi, Missis- 
sippi, are on a six weeks trip in the East. The 
doctor will be missed at the two next regular meet- 
ings of the Harrison-Stone County Medical Society 
of which he is President. 


Dr. A. F. Caraway and family, of Gulfport, 
Mississippi, have just returned from a month’s 
visit in the Blue Ridge mountains. 





The Mississippi Children’s Health Camp at 
Naval Reserve Park, Biloxi, has proven quite a 
success. This camp is for undernourished children 
between the ages of six and twelve, and is under 
the supervision of the State Board of Health and 
the Mississippi State Tuberculosis Association. It 
is under the direct management of Mrs. D. J. Wil- 
liams, ex-president of the Woman’s Auxiliary of 
the State Medical Association. 





Dr. Hardie R. Hays, director of the Bureau of 
Social Hygiene, has been granted a fellowship by 
the International Health Board. Dr. Hays will 
enter Johns Hopkins University October 1, and 
will prepare himself thoroughly for work as epi- 
demiologist, Mississippi State Board of Health. 





The Lamar County Board of Supervisors in reg- 
ular session at Purvis, recently appropriated $5,000 
for the establishment of a full time County Health 
Department. This amount will be matched by the 
State Board of Health, making a $10,000 budget. 
This program will begin January 1, 1926. Lamar 
County is one of the smallest and poorest counties 
in the state. The county is to be congratulated on 
this progressive step. 





The Attala County Board of Supervisors re- 
cently made a $10,000 budget to provide for a full 
time County Health Department. The program to 
begin January 1, 1926. 





The Rules and Regulations of the State Board of 
Health governing sanitation have recently been 
thoroughly re-written and revised. Five thousand 
copies of the same with several thousand leaflets 
of each section have been published and are now 
ready for distribution. 





Dr. Clyde Ruff, native Mississippian, for the 
past several years engaged in County Public Health 
Work in North Carolina, has recently been elected 
full time Director of the Lee County Health De- 
partment. 





Dr. R. M. Adams, of Ripley, has been engaged 
by the State Board of Health to do lecture work 
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in connection with the Visual Educational Car. 
This car is completely equipped and was recently 
sent into the field by the State Board of Health. 





Miss Virginia McNeil, R. N. Public Health 
Nurse, for the past two years engaged as Ma- 
ternity and Infancy district nurse, has been em- 
ployed by Dr. J. B. Black, director of the Hinds 
County Health Department, for county work. Miss 
MeNeil is the type of nurse needed for this position 
in view of the fact that Hinds County and the 
city of Jackson will be used as a training center 
for public health nurses to be employed by the 
State Board of Health. 





Governor Whitfield has appointed Dr. W. B. 
Dickens, of Greenwood, as Medical Advising mem- 
ber of the State Board of Graduate Nurses, vice 
Dr. J. H. Fox, resigned. 





At the last meeting of the Homochitto Valley 
Medical Society, at Natchez, the Secretary was 
authorized to arrange for a lecture to its members 
by Dr. Cooper, of the American Association of 
Birth Control. This lecture will, in all probability, 


be given sometime in October. 








News and Comment. 


At a meeting of the Board of Trustees of 
Natchez Hospital, August 3, 1925, the report and 
recommendations of Dr. John Spelman, of Touro 
Infirmary, New Orleans, La., looking to the stand- 
ardization of the Hosiptal, were unanimously 
adopted. It was decided at this time that the 
House Staff will consist, in the future, of the 
Medical Superintendent, and four graduate in- 
ternes. 





Contracts for the erection of the Chamberlain- 
Rice Hospital, Natchez, Mississippi, were awarded 
on August 5th, and it was planned to begin the 
erection of a seventy-five bed hospital about the 
first of September, to be completed in six months. 





Dr. and Mrs. Philip Beekman and daughters, of 
Natchez, Mississippi, are spending their vacation 
in Chicago. 





Governor Whitfield has appointed Mr. J. S. 
Logan, of Natchez, Mississippi, a member of the 
Board of Trustees of the Natchez Hospital, vice 
Miss Ethel Claggett, resigned. 


“The Natchez Charity Hospital, Natchez, Mis- 
sissippi, announces the need of four Resident 
Physicians, on and after September ist, 1925.” 











By James Taylor Gwathmey, M. D. 
New York and Lon- 
1924, 


Anesthesia: 
Second Revised Edition. 
don. The MacMillian Co. 


This excellent work covers every phase of a 
most important subject. From the opening chap- 
ter on the History of Anesthesia through the last 
appendix there is a sustained note of scientific 
excellence that is as gratifying as it is rare. Local 
anesthesia is thoroughly discussed, and a fair esti- 
mate made of the values of the various methods. 
The author stresses particularly the care of the 
patient before the operation, showing strongly the 
influence of Crile. The machines for the admin- 
istration of ether and the gases are treated at 
length. Synergistic analgesia, which is probably 
a permanent contribution to surgery and obstet- 
rics, is clearly explained, and the contentions of 
the author illustrated by case reports. It is not 
practical to give more than an approximate idea 
of the scope of this work. It must be read to be 
appreciated. 


E. A. FIcKLEN, M. D. 


The Advance of Orthopaedic Surgery: By A. H. 
Tubby, M. S. Lond., F. R. C. S. Eng., F. S. A. 
London. London, H. K. Lewis and Co., Ltd. 
1924, 


“The Advance of Orthopaedic Surgery,” by A. 
H. Tubby of London, is a collection of articles writ- 
ten as a review of the progress of Bone and Joint 
Surgery for the period 1912 until the time of pub- 
lication. It represents a resumé of the advances 
in this branch of surgery, including the activities 
of the last great war and the influence same 
exerted upon surgery in general. 

His views are well expressed, and, while men- 
tioning the opinions of the various authors who 
differ upon subjects, he has taken the middle 
ground and given us the benefit of practical ex- 
perience gained from the application of the many 
theories advanced. 

It would be impossible to give an adequate re- 
view of this valuable little book. It is short and 
should be read by all interested in this branch of 
surgery. 


JOHN T. O’FERRALL, M. D. 


Recent Advances in Medicine: Clinical, Labora- 
tory, Therapeutic: By G. E. Beaumont, M. 
AD: EE. Gem), 7. 2 C=. Ph, Be Be 
(Lond.), and E. C. Dodds, M. B., B. S., B. Se. 
Lond.). With 37 Illustrations. Philadelphia. 
P. Blakiston’s Son & Co. 1924. 


From. across the sea has come a little volume 
that will save much time and worry. It only con- 
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tains 275 pages but it is a mine of useful and 
timely information. The book has been compiled 
to assist practitioners who have not had the oppor- 
tunity of recent post-graduate study and for those 
who are studying for examinations such as that 
for the Fellowship of the Royal College of Sur- 
geons, for the medical corps of the Army or the 
Navy or for state board examinations. It gives 
all the recent developments in the application of 
physiological and biochemical principles to medi- 
cine. It will also prove of assistance to the labora- 
tory worker in that the chemical methods are dealt 
with in some detail. 

The book is divided into fourteen chapters, 
headed as follows: Blood Analysis; Tests of Renal 
Function; Glycosuria and Diabetes Mellitus; Pan- 
creatic Function; Investigation of Hepatic Func- 
tion; The Stomach; Basal Metabolism; Some Dis- 
orders of the Endocrine System; The Heart; Arti- 
ficial Pneumothorax; Cutaneous Protein Tests and 
Desensitisation; The Determination of the Suscep- 
tibility of Diphtheria, the Treatment of Carriers, 


and Immunisation against the Disease; The 
Diagnosis of Enteric Infections; The Cerebo- 
Spinal Fluid. 

The arrangement of the work is excellent. The 


text is subdivided into sections and paragraphs 
carefully headed with titles in bold-faced type. 
The diagrams, illustrations, tables, etc., are. suf- 
ficient to make clear the text. 

FRANCIS M. Munson, M. D. 


Bacteria in Relation to Man: A Study-Text in 
General Microbiology: By Jean Broadhurst, 


Ph. D. Philadelphia. J. B. Lippincott Co. 
1925. 


This is a combined text and laboratory outline 
designed as an introduction to microbiology. It 
is not intended to replace the standard texts on 
bacteriology. It is arranged largely in skeleton 
outline form and is to be used in connection with 
material gained from text books and other publi- 
cations. The student and teacher who will use it 
in this way will find it most valuable. There is a 
very instructive part (Part II) on How We Resist 
Disease, that will be read with interest by ad- 
vanced students as well as by beginners. There is 
also an appendix, giving methods of preparing 
media, stains, making titrations, etc., as well as a 
useful glossary. 


C. C. Bass, M. D. 


Surgical Pathology: By Joseph McFarland, M. D. 
Se., D. Philadelphia. P. Blakiston’s Son & 
Co. 1924, 


There has been a sad lack of a systematic 
arrangement of those pathological conditions which 








186 


are of special interest to surgeons with the result 
that a vast amount of time and labor has been 
consumed in tracing out conditions of unusual 
type. This book fills that vast field of usefulness 
in that the principle abnormalties and lesions of 


interest to all classes of surgeons are considered 
and explained. 


The subject is considered in three parts which 
are distinct in themselves yet have a logical bear- 
ing on each other. Part I considers “Congenital 
Conditions of Surgical Interest” from the stand- 
point of their cause and the division of the body 
involved. Part II deals entirely with tumors or 
neoplasms and the subject is considered in a logi- 
cal and exhaustive manner, considerable time being 
given as to the theories of their origin, distribu- 
tion, symptoms, etc. Part III is a systematic con- 
sideration of the various surgical conditions of the 
several organs and systems of the body, especial 
attention being given to the thyriod, breast, pros- 
tate, etc. 


The book is well written and is very entertain- 
ing—by the use of a number of good illustrations, 
many of which are borrowed from other writings, 
the value is increased. Not only is it of value to 
the experienced surgeon for reference, but to the 
student it should prove a real boon especially as 
very frequently the clinical symptoms are ex- 
plained by the gross and microscopic finding. A 
rather complete bibliography completes and en- 
hances the value of a book written in so entertain- 
ing a form and without superfluity of words or 
expressions. 

= JoHN A. LANForD, M. D. 

Diabetes. Its Treatment by Insulin and Diet. A 
Handbood for the Patient: By Orlando H. 
Petty, A. M., M. D., F. A. C. P., and William 
H. Stoner, A. M., M. D., F. A. C. P. Second 
Edition with Illustrations and Tables. Phil- 
adelphia. F. A. Davis Company, Publishers. 
1925. 


This little book will prove useful to the class of 
patients for whom it was intended, diabetics in 
their home. It defines diabetes, gives the causes, 
suggests methods of prevention and outlines in 
detail the calculation of the food that composes 
the diabetic diet. It is not intended as a substi- 
tute for the physician, but as an aid to him by 
giving the patient a working knowledge of a 
chronic diseases that can be controlled to such a 
degree that comfort and efficiency will not be dis- 
turbed. A useful feature is an illustrated descrip- 
tion of the technique of administrating insulin at 
home. The type is large and the book of convenient 
size. 


FRANCIS M. Munson, M. D. 


Book Reviews. 


Life Insurance Examination: Edited by Frank 
W. Foxworthy, Ph. B., M. D. St. Louis, C. V. 
Mosby Co. 1924. 


This book of special interest to those associated 
with life insurance companies, as well as to the 
profession at large, is splendidly written in a style 
so lucid as to be understood and appreciated by the 
laity as well. Aside from the historical material 
it contains its various sections are so complete in 
themselves as to be of service as information along 
statistical lines. The chapters on physical diag- 
nosis and pathology are particularly well written 
and could be with advantage referred to as readily 
as our various text books. Nothing seems to have 
been omitted in the subjects taken up and the book 
is a splendid digest. It contains valuable informa- 
tion and is well written. 

HAROLD BLooM, M. D. 


Teeth and Jaws, Roentgenologically Considered: 
By Herman A. Osgood, M. D. Being Vol. V, 
Annals of Roentgenology, Edited by James 
T. Case, M. D. New York. Paul Hoeber, 
Ine. 1925. 


The book is well written and contains many in- 
teresting plates. Dealing with aretacts, the au- 
thor has done roentgenology a real service, if this 
volume is to fall into the hands of those who are 
led to discount the diagnostic value of the X-ray 
skiagraph. Aretacts, distortions and misinterpre- 
tation of so-called white line and normal dark or 
black area have been the cause of so many er- 
roneous diagnoses that too much emphasis in re- 
gard to these features is impossible. 

L. J. MENVILLE, M. D. 


The Physiology of Mind: By Francis X. Dercum, 
A. M., M. D., Ph. D. Second Edition Reset. 
Philadelphia and London. W. B. Saunders 
Co. 1925. ‘ 


The simplicity of the language used by the au- 
thor makes this book superior to others of this 
type. The appendix is a remarkable consideration 
of Freudism. 


FREDERICK L. FENNO, M. D. 


A Diabetic Manual. For the Mutual.Use of Doctor 
and Patient: Elliot P. Joslin, M. D. LIllus- 
trated. Third Edition, Thoroughly Revised. 
Philadelphia and New York. Lea & Febiger. 
1924, 


The first edition of Professor Jodlin’s little 
manual, published long before the discovery of 
insulin, dwelt at length upon the dietetic treat- 
ment of diabetes and was a value in spreading 
vitally important information among diabetics. 
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By the time the second edition appeared, still be- 
fore the discovery of insulin, the importance of 
obesity as a predisposing factor in the etiology of 
diabetes had been recognized and the author em- 
phasized this strongly in that edition. In the third 
edition he presents all the known facts about this 
disease to the lay public in a most interesting and 
readable form. One chapter, in the form of ques- 
tions and answers, clears up in a few pages many 
of the problems that confront diabetics and also 
warns them of their dangers. Another useful 
chapter is entitled “Diabetic Arithmetic.” It is well 
illustrated and will simplify the computation of the 
diabetie’s diet. Insulin and its administration are 
fully discussed. The manual contains many useful 
tables and much information pertaining to per- 
sonal hygiene and dietetics that is of importance 
to diabetics. 
Francis M. Munson, M. D. 


Modern Methods of Treatment: By Logan Clen- 
denning, M. D. Illustrated. St. Louis. C. V. 
Mosby Company. 1924. 


The above appears to the reviewer to be a very 
practical book. It is well balanced in that the 
proper relative amounts of space are devoted to 
drugs and to other forms of therapy; it is of a 
general nature, it does not include the therapeutics 
of the specialities; the procedures are given in suf- 
ficient detail so that a physician would not neces- 
sarily have to see them done before doing them 
himself; and it is written in good English, almost 
jocular in places. Part I is entitled General Ther- 
apeutics—The Methods Used in Treatments. Part 
II is entitled Special Therapeutics—The Applica- 
tion of Therapeutics to Particular Diseases. It is 
a book that a physician isolated from his col- 
leagues would find most useful; it would help him 
over many hard places. Throughout the volume 
there is spread a whole lot of horse sense and a 
considerable amount of so-called common sense. It 
gives one a due appreciation of the limitations of 
therapeutics. 

Francis M. Munson, M. D. 


Basal Metabolism in Health and Diseases: By 
Eugene F. DuBois, M. D. Illustrated with 79 
Engravings. Philadelphia and New York. 
Lea & Febiger. 1924. 


Professor DuBois’ book is a timely publication. 
The subject of basal metabolism has become of 
considerable importance to the practitioner of med- 
icine but most of the literature dealing with it is 
written primarily for research worker or physiolo- 
gists. This book brings basal metabolism out of 


the realm of pure physiology into the domain of 
clinical medicine. 


It is divided into two parts entitled “Metabolism 
in Health” and “Metabolism in Disease”. Part I 
explains the principles, with historical notes, of 
respiratory metabolism; discusses the metabolism 
of carbohydrate, fat and protein; gives a brief re- 
view of certain laws of physics a knowledge of 
which is essential to an understanding of metabol- 
ism and the operation of metabolism apparatus. 
The general principles of the respiration apparatus 
is discussed and the methods of calculation given 
in detail. Part II describes the study and signifi- 
cance of metabolism in disease. The abnormal con- 
ditions covered include undernutrition, overnutri- 
tion and obesity, diabetes, diseases of the blood, 
diseases of the heart and kidneys, fever, and dis- 
eases of the thyriod and other glands. 

The book is well written and the typography is 
good. It will prove useful to the progressive prac- 
titioner of medicine and surgery, to medical stu- 
dents, to physiologists and to dietitians. 

FRANCIS M. Munson, M. D. 


Concealed Tuberculosis or “The Tired Sickness: 
By George Douglas Head, B. S., M. D. Phil- 
adelphia. P. Blakiston’s Son and Co. 1924. 


This is a brief, well written volume in which the 
author pleads the cause of that group of patients 
who go from doctor to doctor complaining of being 
“tired out”, and who are labeled with the too com- 
mon diagnosis of neurasthenia, asthenia, nervous 
exhaustion, effort syndrone or psychasthenia. He 
believes that in a large number of instances this 
symptom complex is due to a low grade tubercu- 
losis infection in some organ or tissue of the body 
and that the failure to detect these cases is due 
chiefly to the aversion which many physicians have 
to using the specific test, tuberculin, subcutane- 
ously, for fear of disseminating the disease. He 
considers that danger from this source is nil and 
indeed believes it has a healing effect in some 
cases. 

The subject is discussed from the following view 
points: (1) Symptoms and symptom groups; (2) 
Physical examination; (3) Diagnosis and Differ- 
ential diagnosis; (4) Treatment; (5) Case re- 
ports. The writer makes an obscure subject inter- 
esting and brings out many good points. It is a 
valuable book for every clinician. 


SHIRLEY C. Lyons, M. D. 


Recovery Record for Use in Tuberculosis: By Ger- 
ald B. Webb, M. D., and Charles T. Ryder, M. 
D. Second Edition, Revised. New York. Paul 
B. Hoeber, Inc. 1925. 


This book is a manual for the patient with pul- 
monary tuberculosis and, in a readable manner, 
goes into all phases of the disease. In one chap- 
ter the record of recovery is explained. The second 
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chapter tells just what is necessary to recovery 
and how it is brought about. Another chapter 
deals with the hygiene of recovery while the final 
one is devoted to accidents and obstacles which are 
apt to occur and advice as to how they are to be 
met. A series of model chart sheets is shown. 
Every physician should be familiar with the 
contents of this book and it should be in the hands 
of every sufferer from pulmonary tuberculosis. 
SHIRLEY C. Lyons, M. D. 


By Carl Beck, M. 


The Crippled Hand and Arms: : 
J. B. Lippin- 


D. Philadelphia and London. 
cott Company. 1925. 


This monograph deals with problems which are 
of particular interest to general and industrial 
surgeons. It covers with fair thoroughness most 
of the causes of crippling of the upper extremity. 
There are a number of.case reports and discus- 
sions. The author has been lavish with diagrams 
and plates. The subject of fractures of the hand 
is not given the attention that it deserves, nor do 
injuries to the carpus receive sufficient mention. 
On the other hand, there are many ingenious sug- 
gestions as to the treatment of congenital deformi- 
ties and the repair of extensive injuries. 

The author has used little care in editing this 
work. Many sentences might be omitted with ad- 
vantage, and many contain such obvious state- 
ments that recitation is unnecessary. The gram- 
matical construction is often more original than 
correct. 

The tedium and frequent disappointment attend- 


ant on plastic work is wisely stressed. 
E. A. FICKLEN, M. D. 


International Clinics: Edited by Henry W. Cat- 
tell, A. M., M. D., Philadelphia. Volume II. 
Thirty-fifth Series, 1925. Philadelphia and 
London. J. B. Lippincott Company. 1925. 


The current volume of this well-known series 
contains two monographs and one special article 
that the reviewer considers worthy of special no- 
tice. Professor Matas has a monograph “On the 
Systemic or Cardio-vascular Effects of Arterio- 
Venus Fistulae”; Dr. Frank G. Haughwout of 
Manila and Major George R. Callender of the 
Medical Corps of the Army one on “Dysentery: 
Its Diagnosis and Management through the Micro- 
scope”, and Dr. Jameec J. Walsh of New York City 
has contributed an article entitled “The Patient or 
his Disease?” 

Doctor Matas’ paper is based upon the “John 
Thompson Hodgen Lecture” delivered by invita- 
tion of the Saint Louis Surgical Society, at Saint 
Louis, Mo., on March 26, 1921, and subsequently 
revised and enlarged for publication. It is a gen- 


eral discussion of the topic, based upon the au- 
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thor’s surgical experience and his wide knowledge 
of the literature of surgery. The reading of such 
systematic. studies as this should stimulate young 
surgeons to research work and to the utilization of 
the literature of their profession. The illustra- 
tions, from photographs and radiograms, are ex- 
cellent and the reference list is exhaustive. 

The monograph on dysentery is thoroughly prac- 
tical and is a useful addition to the library of 
physicians practicing in warm countries. It is in 
five parts, bearing the following titles: The Path- 
ology of the Dysenteries; The Differential Diag- 
nosis of the Dysenteries; The Treatment and Man- 
agement of Dysentery and the Post-dysenteric 
State; The Microscopical Edivence of Post-dysen- 
teric Ulceration of the Colon. There is presented 
a description of the gross and histo-pathology of 
bacillary and protozoal dysentery which is used 
as a basis for the exposition of the method of dif- 
ferential diagnosis of these conditions. The exu- 
date in the bowel discharges as it is seen under the 
microscope is correlated with the histo-pathology 
of the two types of dysentery as revealed by sec- 
tions of the intestine. This method of differential 
diagnosis is based on sound scientific principles 
and is rapid and accurate. Its application in the 
control and treatment, including diet, in all stages 
of the dysenteric process, is thoroughly covered. 
Special attention is given to post-dysenteric ulcera- 
tive conditions of the colon. In the opinion of the 
reviewer the greatest value of this article lies in 
information conveyed as to treatment of the dif- 
ferent varieties of dysentery. It should have a 
tendency to correct the hit and miss and more or 
less empirical treatment accorded dysenteric symp- 
toms by many physicians. 

Doctor Walsh’s article is one of his interesting 
and amusing lectures from which thinking persons 
derive much instruction and information. It is a 
plea to physicians not to unduly strain themselves 
to fit the patient into the ready made frame of 
some or any disease that may be uppermost in the 
medical mind at the time the patient presents him- 
self for examination. The lecture is replete with 
medical historical lore and contains many peeps 
into the bye-ways and shadows of the profession. 

FRANCIS M. Munson, M. D. 


Fractures and Dislocations: By Philip D. Wilson, 
A. B., M. D., F. A. C. S., and William Coch- 
rane, M. B., Ch. B., F. R. C. S. Edin. Phil- 
adelphia and London. J. B. Lippincott Co. 
1925. 


Medical text-books vary greatly in construction 
and literary style. 

John G. Clark says, “That one embodies the 
complete individuality of the author, as exempli- 
fied by his clinical work, scant reference being 
made to the literature, contributing to his subjects; 














another offers a digest of a vast bibliography, 
more or less well selected, depending on the com- 
petency of the author to act as a judge, and en- 
deavors to feature the cardinal points that he con- 
siders worthy of imitation; a third selects his ref- 
erences with great care, and combining these with 
the observations gathered from his experience, 
constructs a well balanced text-book.” 

This book belongs to the third class, the material 
used being a report of the practice of the group 
of surgeons constituting the staff of the “Fracture 
Service of the Massachusetts General Hospital 
since 1920.” 

Great emphasis is placed in the importance of a 
thorough knowledge of anatomy for a proper 
understanding of all problems connected with frac- 
tures. 

There is a detailed and clear exposition of the 
principles of traction. 

The value of inspection and palpation in making 
a diagnosis is emphasized throughout. 

The value of after-treatment, so as to obtain 
complete functional restoration in the shortest pos- 
sible time, is also emphasized. 

Only the non-operative methods of treatment 
have been stressed. The entire text is profusely 
illustrated, well arranged and practical, thereby 
serving the needs of the student, general prac- 
titioner and specialist. 

Paut G. Lacrarx, M. D. 


Compend of Gynecology: By William Hughes 
Wells, M. D. Fifth Edition, Revised and En- 
larged by William Benson Harer, M. D. Phil- 
adelphia. P. Blakiston’s Son and Co. 1925. 


This book might well be used as a manual for 
the practising gynecologist and the teacher, and 
should prove an excellent quiz book for medical 
students. 

The subject matter is arranged in a most logical 
sequence and while it is not gone into with the 
detail one would expect in a larger volume, it is 
remarkably descriptive while being concise. 

In his consideration of the various disease of 
the particular organs that go to make up the female 
generative tract, the author gives many excellent 
suggestions in gynecological therapeusis. It is in- 
deed refreshing to see someone laying some stress 
on the medical aspect of gynecology, as the pres- 
ent trend of the average gynecologist is to rush 
headlong at some operative procedure. 

The concise descriptions of the later innovations 
in gynecology, viz: the Rubin test, Edometrial Im- 
plantations, Glycosuria Test of Pregnancy, etc., 
are such as to put into the hands of the general 
practitioner sufficient kndwledge as to enable him 
to discuss them intelligently, and to enable him to 
appreciate their therapeutic value to such an ex- 
tent as to request such work from the specialist 
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to whom he may refer a case. In the medical 
student they should arouse sufficient interest to 
send him to the larger texts in search of more 
knowledge. 

As to the section on Operative Gynecology, no 
more need be said than to state that for a book 
of its size this volume offers a fairly wide range 
of accepted operations, creditably illustrated. 

WALTER EDMOND Levy, M. D. 


Hospital Organization and Operation: By Frank 
E. Chapman. New York. Macmillan Co. 1924. 


Hospital administration has developed through 
a number of years and now is definitely recognized 
as a specialty. The field from which hospital ad- 
ministrators are recruited is varied indeed and the 
opportunity for training in preparation for an ad- 
ministrative position is just beginning to be de- 
veloped. 

Current literature of the field presents in a 
rather disjointed manner a discussion of hospital 
administrative problems. A number of years ago, 
a more or less complete treatise in encyclopedic form 
was published but it remained for Chapman to give 
to the field the first complete treatise on hospital 
administration contained in a single cover. Chap- 
man has injected into his book his virile person- 
ality and successful achievement, and those who 
have to do with the problems of hospital adminis- 
tration would be neglectful of the opportunity did 
they not include in their library his book on Hos- 
pital Organization and Operation as a current ref- 
erence. 

To those hospitals that are organizing or reor- 
ganizing, the treatise would well serve as a basis 
for developing sane lines of administrative pro- 
cedure. 


JOHN D. SPELMAN, M. D. 


The Effect of Inanition and Malnutrition upon 
Growth and Structure: C. M. Jackson, M. S., 
M. D., LL.D. Philadelphia, P. D. Blakiston’s 
Son & Co. 1925. 


A rather comprehensive study of the effects of 
inanition and malnutrition on plant and animal 
life. It includes not only the results of research 
by the author and his co-workers, but also an un- 
usually complete review of the literature. The 
author gives the effects of partial and complete 
inanition on plants, invertebrates, and vertebrates; 
on the organism as a whole and on the individual 
cell. The results of his research on vertebrates 
show the effects of malnutrition from the various 
types of food on the structure and function of 
each organ of the body. The tables and biography, 
which constitute approximately one-third of the 
book, are very complete. 


R. T. Lites, M. D. 
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Practical Lectures: Delivered Under the Auspices 
of the Medical Society of the County of Kings, 
Brooklyn, N. Y. (1923-1924 Series.) New 
York, Paul B. Hoeber, Inc. 1925. 


In this collection of iectures practically all of 
the most frequently occurring diseases which the 
general practitioner has to handle are ably dis- 
cussed in an unusually practical manner, all 
theory and experiment purposefully having been 
omitted. A large number of illustrations and sev- 
eral plates are given. A very good book for men 
doing general practice. 


R. T. Lives, M. D. 


The Internal Secretions: By Arthur Weil, M. D., 
Trans. from 3d German Ed. by Jacob Gutman. 
New York, Macmillian Co. 1924. 


The author has presented the subject of Endo- 
crinology in a new and interesting manner. The 
various bodily functions are considered from the 
standpoint of physiology and pathology and the 
effects of the Endocrine glands, upon these func- 
tions, both separately and collectively, are con- 
sidered. 

This volume is both interesting and instructive. 


J. HotmMeEs SMITH, JR., M. D. 


Differential Diagnosis of Internal Medicines: By 
M. Matthes, M. D. 4th Edition, Trans. by 
I. W. Held, M. D., and M. H. Gros, M. D. 
Philadelphia, P. Blakiston’s Son & Co. 1925. 


A volume of nearly 900 pages devoted to gen- 
eral diagnosis with the exception of the nervous 
system. 

The subject matter is excellently and interest- 
ingly presented and the author has shown him- 
self familiar with all phases of clinical diagnosis. 

Additional notes by the translators make a 
valuable supplement. 

The chapters devoted to acute and chronic 
febrile conditions and to thoracic and abdominal 
diseases are of particular interest. 

This volume is heartily recommended to the 
profession. 


J. HOLMES SMITH, JR., M. D. 


Collected Papers of the Mayo Clinic and the Mayo 
Foundation: Edited by Mrs. M. H. Mellish. 
Volume XVI. 1924. Philadelphia and Lon- 
don, W. B. Saunders Company. 1925. 

Most physicians are familiar with this annual 
publication of the Mayo Clinic and Mayo Foun- 
dation. It is the republication complete, abridged, 
abstracted or by title of the papers reporting the 
work of the world’s greatest surgical clinic and 
the results of the research done under the auspices 


Book Reviews. 


of the Mayo Foundation. A pleasing feature of 
the activities during 1924 is the relatively large 
amount of the work that was done by women 
physicians, 

Francis M. Munson, M. D. 


Medical and Surgical Report of the Roosevelt Hos- 
pital, New York: Second Series, 1925, based 
on the work of the years 1915-1924 inclusive. 
Paul B. Hoeber, Inc., New York City. 1925. 


This report contains thirty-four monographs by 
members of the staff of the hospital. Many of 


them are illustrated, largely from photographs. 
They all show great care in their preparation and 
are followed by bibliographies. The typographical 
work of the volume is excellent. 

Francis M. Munson, M. D. 


Methods in Medicine: The Manual of the Medical 
Service of George Dock, M. D., Se. D. By 
George R. Herrman, M. D., Ph. D.  Illus- 
trated. St. Louis. The C. V. Mosby Company. 
1924. 


It is a little difficult to understand why this 
volume was offered to the profession in its present 
form. Doctor Dock states in the Introduction: 
“The object of the book is to assist members of 
house staffs in the most efficient and economical 
use of time and material in the various duties 
assigned them.” Insofar as the author adheres to 
this object the book is a useful one and will be 
of genuine value, especially in establishing new 
hospitals, clinics and services. However, he un- 
dertakes to describe laboratory, dietetic and thera- 
peutic methods and emergency measures whose 
description and discussion are out of place in a 
book of this purported character. Doubtless his 
descriptions and directions are correct and author- 
itative, but he would have enhanced the value 
of the work if he had stuck to the announced 
intention of making it a manual of hospital 
administration. 


FrANcis M. Munson, M. D. 





PUBLICATIONS RECEIVED. 

G. P. Putnam’s Sons, New York: “Operating 
Room Procedure for Nursese and Internes” ,by 
Henry C. Falk, M. D., with a foreword by Eugene 
H. Pool, M. D. 

P. Blakiston’s Son & Co., New York: “Compend 
of Obstetrics.” 10th edition, revised and edited 
by Clifford B. Lull, M. D. “Compend of Diseases 
of the Skin,” by Jay Frank Schamberg, A.B., 
M.D., 7th edition revised and enlarged. 


REPRINTS. 


Some First Principles and Some Common De- 
lusions, by J. H. Beal. 








